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SANTA ROSA 


Santa Rosa Infirmary, 


HE Editor of Hosprrat Progress has frequently 
T asked for some news items relating to Santa Rosa 

Infirmary, and just now seems an opportune 
time, to comply with the request, as the enlarged and 
remodeled Santa Rosa has just opened its portals to 
the service of suffering humanity. It is safe to say 
that this event marks an epoch in the hospital history 
of San Antonio. 

‘Fifty-three years ago, in 1869, in a small eight- 
room house, the first Santa Rosa Infirmary was opened. 
It was probably the only institution of its kind in the 
Southwest. San Antonio then, was- little more+than 
a frontier village, and its people were struggling to re- 
cover from the wounds and horrors of the Civil War. 
“The courage of a martyr joined with the holiness of 
the saint and the zeal of a missionary”—these were the 
requisites of the heroic souls who laid the foundations 
of the Santa Rosa Infirmary. All have now passed to 
another and, we hope, a better world; but we feel sure 
that they are gratified with their foundation when, from 
the Golden Shore, they gaze on the “Greater Santa 
Rosa.” 

The Santa Rosa Infirmary has kept pace with the 
growth of the city of San Antonio. One addition after 
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San Antonio, Texas 


another has been rendered necessary to accommodate 
the increasing number of patients seeking admission. 
Two years ago the work just completed was begun. The 
plans for the large annex were prepared by Atlee B. 
and Robert M. Ayers, architects, and the contract was 
awarded to the J. C. Deilmann Construction Company. 
The construction of the building was begun on the nine- 


teenth of March, the feast of Saint Joseph. 


The annex is built of reinforced concrete, with 
eream brick facing and white stone trimming. The 


The. structure 
The first floor 


style of architecture is Tudor Gothic. 
is a five-story building with basement. 
is used exclusively for kitchen, storeroom, bake room, 
and dining rooms. The second, third, and fourth floors 
are used as private rooms, while the fifth floor is used 
solely for maternity patients. The private rooms are 
handsome and homelike, and have toilet and bath at- 
tached. The floors are of white tile and the furniture 
has beén selected to give the home atmosphere so es- 


sential to the comfort of the sick. 


When this work was completed, the Sisters real- 
ized that the main building should be made to conform 
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(Tep)—The Laboratory. 
(Middle)—-St. Anthony’s Ward (Men). 
(Bottom)—The Lobby. 











One of the Delivery Rooms. 
The Drug Store. 
The Parlor. 


(Top) 
(Middle) 
(Bottom) 


SANTA ROSA INFIRMARY, SAN ANTONIO, TEXAS. 


to the new wing, and, besides, the duty to render the 
building fireproof was absolutely essential. The magni- 
tude of such an undertaking can easily be realized. 

Owing to the depressed condition of business no 
help could be expected from the outside, and, already, 
the infirmary was burdened with a heavy debt necessi- 
tated by the construction of the annex. Faith in the 
Providence of God prevailed, however. Arrangements 


were made to borrow the necessary funds; plans for 
an additional story to be devoted exclusively to surgery 
were drawn and the contract awarded. Shortly, the 


entire building, section by section, was overhauled ; all 


wooden partitions were removed, metal lath was sub- 
stituted, and the entire floors were covered with as- 
bestolith, a preparation which is sanitary, durable, fire- 


proof and resilient. 
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(Top)—St. Mary’s Hall (Ladies’ Ward). 
(Middle)—Specialists’ Room—Clinic. 
(Bottom)—The Nursery. 


SANTA ROSA INFIRMARY, 


Fifth Floor. 
The fifth floor of the main building now contains 


a surgical supply room, a sterilizing ‘room, doctors’ and 
nurses’ dressing rooms, the interns’ library, four large 


operating rooms, the clinical laboratory, the x-ray room, 


an orthopedic ward, a maternity ward, and an examina- 


tion room. 


(Top)—The X-Ray Room. 

(Middle)-—-One of the Chart Rooms. 

(Bottom)—One of the Private Rooms. 
SAN ANTONIO, TEXAS. 


Operating Rooms. 

Special care was bestowed on the planning and 
arrangement of the operating rooms. In consequence, 
these departments are equipped to render the best ser- 
vice that scientific and experimental knowledge could 
suggest. Each operating room is provided with hot 


and cold sterilized water, a Balfour operating table, 


and other accessories of the latest type. 
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THE CHAPEL, SANTA ROSA INFIRMARY, SAN ANTONIO, TEXAS. 


Laboratory. 
A full time pathologist has charge of the labora- 
tory and is assisted by a Sister technician. In addi- 


tion to the usual examinations such as blood, urine, 
smears, and so forth, the Wassermann and tissue tests 


A Victor 


x-ray machine is used for both picture and fluoroscopic 


are made; also frozen and paraffin sections. 


work. A high voltage therapy machine is available for 
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deep treatment, and an electrocardiograph has just been 
installed. 
Records. ; 

The record department was reorganized in 1920 
to conform to the standards of the American College 
of Surgeons, and no patient, except an emergency, is 
now admitted to the operating room unless complete 
history of the case has been taken. A new research room 








ORTHOPEDIC WARD, SANTA ROSA INFIRMARY, SAN ANTONIO, TEXAS. 
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ABOVE--ONE OF THE CLINIC ROOMS. 
BELOW—THE RECORD ROOM. 


has been added, and the Sisters and doctors are anxious 
to secure as many autopsies as possible as an aid to 
scientific research. 

Drug Department. 

The drug store is in charge of a Sister pharmacist 
and her assistants; all prescription work for the infirm- 
ary is done there. This is a convenience which both 
doctors and patients appreciate, as prescriptions can be 
filled on short notice, and the time thus saved may re- 
sult in saving a patient's life. 

Culinary Department. 

All food is cooked in the main kitchen. It is then 
taken to the diet kitchen on each floor, in a conveyor 
which keeps the food hot and fresh. From this con- 
vevor the food is transferred to a steam table in the 
diet kitchen where the service is supervised by a dieti- 
tian. 

Orthopedic Department. 

In answer to an urgent need of the day, a ward for 
orthopedic patients has been set aside. This ward is 
situated on the fifth floor with a large frontage on the 
south side, facing the beautiful Milan Park. Here the 
unfortunate crippled child is given an opportunity to 
get well, or have his crippled limbs made straight and 
strong. 











ABOVE-—-ONE OF THE DINING ROOMS. 
BELOW—INTERNS’ LIBRARY. 


The work of the Sisters in this instance was light- 
ened by a number of devoted and charitable friends 
who, besides furnishing the apartment complete, have 
also aided in the raising of funds for its maintenance. 
On a Tag Day which they held recently, the sum of 
The fact that a 
a cripple makes him eligible for treatment in 
The 


writer of this paper cannot refrain from stating that, 


five thousand dollars was realized. 
child is 


the ward, regardless of creed, nationality or color. 


when the people of near-by cities were recently prepar- 
ing resolutions excluding certain classes of citizens from 
their charities, the good people of San Antonio, re- 
gardless of religious or political creed, united as one 
in this work of charity. Catholic, and non-Catholic, 
Jew and Gentile, Mason and Knight worked side by 
side with equal enthusiasm. All honor to the noble, 
charitable spirit of the people of San Antonio. 
Maternity Department. 

As already stated this department occupies the 
fifth floor of the 
delivery rooms are maintained and the nursery with 


entire annex. Two well equipped 


its COZY cribs and sleeping babies is always an attrac- 


tion to the visitor. A new Hess incubator has just been 


added to the department 
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A full time pathologist has charge of the labora- 
tory and is assisted by a Sister technician. In addi- 
tion to the usual examinations such as blood, urine, 
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deep treatment, and an electrocardiograph has just been 
installed. 
Records. ; 

The record department was reorganized in 1920 
to conform to the standards of the American College 
of Surgeons, and no patient, except an emergency, is 
now admitted to the operating room unless complete 
history of the case has been taken. A new research room 








ORTHOPEDIC WARD, SANTA ROSA INFIRMARY, SAN ANTONIO, TEXAS. 
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and her assistants; all prescription work for the infirm- 
ary is done there. This is a convenience which both 
doctors and patients appreciate, as prescriptions can be 
filled on short notice, and the time thus saved may re- 
sult in saving a patient’s life. 

Culinary Department. 

All food is cooked in the main kitchen. It is then 
taken to the diet kitchen on each floor, in a conveyor 
which keeps the food hot and fresh. From this con- 
vevor the food is transferred to a steam table in the 
diet kitchen where the service is supervised by a dieti- 
tian. 
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In answer to an urgent need of the day, a ward for 
orthopedic patients has been set aside. ‘This ward is 
situated on the fifth floor with a large frontage on the 
south side, facing the beautiful Milan Park. Here the 
unfortunate crippled child is given an opportunity to 
get well, or have his crippled limbs made straight and 
strong. 
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who, besides furnishing the apartment complete, have 
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when the people of near-by cities were recently prepar- 
ing resolutions excluding certain classes of citizens from 
their charities, the good people of San Antonio, re- 
gardless of religious or political creed, united as one 
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Jew and Gentile, Mason and Knight worked side by 
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fifth floor of the 


delivery rooms are maintained and the nursery with 


entire annex. Two well equipped 


its cozy cribs and sleeping babies is always an attrac- 


tion to the visitor. A new Hess incubator has just been 
added to the department ’ 





HOSPITAL 








PROGRESS 

















Tati: 
= pee 











THE MAIN KITCHEN, SANTA ROSA 


The Clinic. 

For the benefit of the poor who cannot afford to 
pay physicians’ or hospital bills, a clinic has been 
opened. Several of our eminent physicians and sur- 
geons freely contribute their time to this laudable work. 
Specialiss’ Clinics are held on Monday, Wednesday, 
and Friday; and general Clinics are held on Tuesday 
and Thursday. 

The Clinie is located on the first floor of the main 
These 


comprise a waiting room, a specialists’ room, a large 


building, four rooms being set aside for its use. 


airy ward, and an operating room, which is also used 


INFIRMARY, SAN ANTONIO, TEXAS. 


On this floor located also the 


drug and record departments, the office, the parlor 


for emergencies. are 
and several four-and-six-bed wards. 
School of Nursing. 

The school of nursing in connection the 

Santa Rosa Infirmary was incorporated under the laws 

of the State of Texas, December 3, 1903. Since then 

a large class of nurses has been graduated each year 


with 


by the institution. The school offers a three years’ 
course in the theory and practice of nursing; the first 
three months of which are probationary. The students, 


at present, number 65 young women. 
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N October of the year 1919 the American College 
ee Surgeons printed a list of hospitals which had 

reached its Minimum Standard, and since then 
each succeeding year has printed this Minimum Stand- 
ard list with the addition of those hospitals that have 
come up to the standard. The list printed in 1922 in- 
cluded hospitals from 100 beds down to 50. The pre- 
vious lists included hospitals containing 100 beds or 
more. These lists were made out at the central office 
of the College in Chicago, from reports filled out and 
sent in by visitors from the College who inspected the 
hospitals and secured from the authorities of the hos- 
pitals the data for their reports. 

The facts or data which were gathered from the 
hospitals and which determined whether or not the hos- 
pital was to be on the minimum list were limited to 
the four well-known points of the minimum standard ; 
namely, (1) some kind of reasonably adequate organiz- 
ation of the staff and the hospital authorities with a 
view to bringing about systematic management of the 
hospital and at least one monthly conference of the 
staff; (2) complete and genuine scientific records of 
every patient that comes into the hospital; (3) labora- 
tory and X-ray equipment and personnel sufficient to 
help towards the making of a reasonably accurate and 
up-to-date diagnosis; and (4) a promise on the part of 
the members of the staff not to indulge in the division 
of fees under any guise whatever. 

These four points make up what is called the 
minimum standard of the American College of Sur- 
geons. It is called minimum because the many ex- 
perts who wrought it with much expenditure of thought 
and time, considered that no hospital could be worthy 
of the name today unless it were so organized and so 
equipped for its essential function of giving proper 
care to the patient. The purpose of the college was 
to enable all hospitals to put themselves on a basis or 
foundation minimal in requirement and essential in 
character. 

These four factors of the minimum standard are 
so basic in nature and so all-pervading in spirit, or 
life-giving activity, that all the higher and broader de- 
velopments in hospital activity will get their coherence 
and power of service to the sick from the medical and 
nursing profession in exact proportion to their obser- 
vance of these requirements of the minimum standard. 


Therefore, to be on the minimum standard list of 
the American College means nothing more than that 
the hospital authorities are thought to have honestly 
organized their institution, established a reliable and 
complete system of scientific records, have put in ade- 
quate laboratory and X-ray service, and have deter- 
mined to do their share in ridding the medical pro- 


The Rating of Hospitals 


Rey. Charles B. Moulinier, S. J. 





fession of the nefarious practice of doing business on 
a commission basis. 

No two hospitals are alike in the degree of per- 
fection with which the spirit of this minimum standard 
actuates them. Each hospital belongs in its own class 
by reason of the kind and degree of honest, scientific, 
and conscientious diagnosis and treatment adminis- 
tered to its patients. All the letters of the alphabet 
would not be sufficient to put the hospitals now on the 
minimum standard list in the class to which each be- 
longs. There is an intangible something in the know]l- 
edge, skill, character or general institutional person- 
ality of each hospital which no thoughtful standard- 
There is 
no Class A hospital nor will there ever be if by Class 


izing body could or would dare to classify. 


A we mean a perfect hospital in its service to the sick. 
All hospitals on the minimum standard list, if they 
deserve to be there, should be good hospitals, but I 
venture to say that there is not one of them that can 
not and should not become “better and better every 
day, in many ways.” So in the name of simple in- 
telligence and straight-forward language let there be 
no more talk about a Class A hospital when there is 
question of the Minimum Standard list of the College 
of Surgeons. 

These hospitals if they deserve to be on the mini- 
mum standard list are acceptable hospitals, well mean- 
ing hospitals, honest hospitals, sincere and conscien- 
tious hospitals. They are, therefore, fairly safe for 
any and all patients, rich and poor, young or old, white 
or black, male or female, regardless of creed or nation- 
ality. 

II. 

The Council on Medical Education of the Ameri- 
can Medical Association, through committees in each 
state, is rating the hospitals on the basis of the kind of 
internship they are prepared to furnish to the gradu- 
ates of the medical schools. The Council has publishe 
lists of “hospitals acceptable for internships.” These 
lists are compiled from replies to questionnaires, from 
occasional visits, and from opinions expressed by mem- 
bers of these state committees. The Council has never 
made a thorough and complete survey of the hospitals 
through personal visits of trained surveyors. These 
lists of the council are of distinct value to the medical 
schools and their students. A hospital that is giving 
a thorough and satisfactory intern training can not but 
be a good hospital; an honest and conscientious hospi- 
tal. It must come up to all the requirements of the 
minimum standard. On the other hand, a small hos- 
pital limited in the amount of its work to one or two 
departments, may fulfil all the requirements of the 
minimum standard and yet not be satisfactory for an 
internship, except it be affiliated with one, two, three 
or more other hospitals in conjunction with which it 
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serves to round out the cycle of medical instruction 
and experience for the intern. 
ITI. 

Hence, Pennsylvania affords the unique practice 
in the states of rating hospitals as class A, B or C, on 
the basis of the amount of clinical experience given to 
the intern, so that the very best hospital in Pennsyl- 
vania limited to eye, ear, nose and throat, or to ob- 
stetrics, would be given a C rating, while a hospital 
having surgery, medicine, the specialties, obstetrics, and 
urology, with an organized staff, adequate laboratory 
service, though perhaps even mediocre in its scientific 
spirit and general management might, after sympathe- 
tic inspection of the state medical authorities, be put 
in class A. This classification of A-B-C, therefore, is 
one of quantity of service to the intern rather than of 
quali/y, though, of course, be it said to the great honor 
of Pennsylvania and its medical authorities, the quality 
must be satisfactory and today it must reach the re- 
quirements of the minimum standard. Pennsylvania 
as a state is thus rating its hospitals because it requires 
every graduate of the state medical schools to take an 
internship before he can legally receive his diploma. 
Hence, to sum up—our hospitals are divided into two 
classes, those on the’minimum standard list, those on 
the acceptable list for iiternship, and those not on these 
two lists, with the one exception of the State of Penn- 
svlvania (as far as I am aware) where, aside from the 
two lists just mentioned, there are the rated-list of A- 
B-C hospitals to serve as a guide for the state authori- 
ties in determiniwg the value of the intern year for 
medical graduates. 
the 
United States which withhold the diploma from their 


There are some eleven medical schools in 
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graduates until after the intern year. Should this prac- 
tice be finally sanctioned by experience as academically 
and practically right and wise, and should it be ex- 
tended to the majority of Class A medical schools, the 
standardizing influence of the American College of Sur- 
geons and of the Council on Medical Education would 
undoubtedly be greatly reinforced. We may then look 
for a rating of hospitals all through the states with the 
same object in view that has brought about the rating 
in Pennsylvania: 

Finally, it will be well for all hospital people, 
boards of trustees, doctors and nurses, to bear in mind 
that while these various professional influences are at 
work to make our hospitals better, the patient and the 
general public are all the while becoming more and 
more intelligent, more and more exacting in regard to 
what they have a right to expect in service—diagnosis, 
treatment, and general care—from the hospital of to- 
day. The patient is slowly but surely becoming the 
real standardizor of the hospital, for, as he learns more 
and more what he should get from the hospital he will, 
with all the more insistance, demand what he needs. 
The final standard for hospitals will be the public esti- 
mate and demand. It may be many years before the 
public, even the intelligent public, will come to a real 
knowledge of what the up-to-date hospital should be, 
and what it should give to its patients in care and 
treatment. It must be said to the credit and honor of 
the American College of Surgeons and of all the other 
cooperating, professional agencies and organizations, 
that laborious effort is being exerted to bring at least 
the thinking people to a clear appreciation of what the 


progressive hospital aims to do for its patients. 


The Finishing ‘Touch 


Rev. E. F. Garesché, S. J., St. Louis, Mo. 


UR Catholic hospitals must be the best hospitals 
O in the land. We owe it not only to our Catholic 

people, but to the Catholic name. Nothing is 
too good for that noble and ancient title “Catholic.” 
On the other hand, anything less than the best is not 
good enough. 

For this reason our Catholic hospitals should pre- 
sent as high a standard of professional excellence and 
service as is humanly possible. Every detail in them 
is worth attention and striving to raise it near to 
perfection. Yet when everything else has been done, 
when building and equipment, staff and service are 
approaching the ideal, there remains one finishing 
touch without which everything will have been in vain 
and with which everything will receive an extraordi- 
nary completeness. This finishing touch is the Catho- 
lie Spirit. 

It is the Catholic spirit that distinguishes Catho- 
lic hospitals from all others. This is the one thing 


in which none others can rival, or even approach them. 





In every other detail, in all material things, in tech- 
nique, training, professional excellence, other hospitals 
can equal or excel the Catholic ones. But the Catholic 
spirit is their unique and priceless, possession. 

The lives of those who conduct Catholic hospitals, 
their way of life, the profession they make, the motives 
which inspire them are an extremely lofty and elo- 
quent expression of the Catholic spirit. The Catholic 
Sister consecrates her life to the service of others, 
whether by prayer, study or work, with a completeness 
of devotion, an other-worldliness which is the conse- 
quence and fine expression of Christian charity. She 
gives all and asks nothing but the means of doing 
good and serving God and her neighbor. The motives 
for her life-long sacrifice are the pure love of God and 
the love and service of her neighbor for the sake of 
God. Everything in her life is systematically adapted 
to, subordinated to, if need be sacrificed for this love 
of God, this service of others for the love of God. 

The same spirit of supernatural charity which is 
the heart of the Catholic religion must permeate all 




















the activities and departments of the Catholic hospital. 
This spirit ought to be made concrete and visible in 
every feature of its activities. The Founder of our 
Faith gave a sign by which His followers might be 
recognized. “By this” said He, “shall all men know 
that you are my disciples, if you have love one for 
another.” Men of today should be able to point to 
the faithful now as the pagans did to the Catholics of 
that earlier day and say, “see those Catholics, how they 
love one another.” 

We say these things, not to imply that the Catho- 
lie spirit is wanting in our hospitals. On the contrary 
its continued presence is their chief charm and the 
source of that power which they exercise even over those 
not of the fold. But in the midst of many necessary 
distractions, and while our hospitals are beset with 
such multiplied demands upon them, it is profitable 
to lay stress on their chief source of dignity and power 
and to urge that they go forward in this regard with 
as much energy as they make progress in other things. 

For it is possible, unless we guard against it, that 
the very stress and effort necessary to put our hospitals 
where they must be, at the forefront of hospital work, 
may distract attention from the necessity of fostering 
systematically their characteristic Catholic spirit. With 
the best of good will, human energy and attention are 
limited. In striving to keep up with the procession 
of progress in other things, we may forget the constant 
effort necessary to maintain our hospitals at the high 
level of endeavor in that which is theirs alone, and 
their most precious and fruitful possession. 

How many times we have heard—and we appre- 
ciate deeply the truth of the assertion—that the life 
of the Catholic nurse, particularly when she is in train- 
ing is so busy and full of various details that it is 
extremely difficult to fit in religious exercises and in 
particular the Sodality. Nothing is truer in the world. 
Nursing has become so emphatically a profession and 
there are so many details to be mastered, so many 
subjects to be learned that 24 hours are entirely in- 
sufficient for the work of every day. Besides, duties 
have to be done at the appointed hours and care has 
to be taken that the general order goes on uninter- 
ruptedly. 

Precisely here is a test of the Catholic spirit. In 
other hospitals, not so clearly committed to the princi- 
ple of Catholic faith, that all things are done for 
God and for the neighbor for God’s sake, and that 
His interests are paramount, it would not be strange 
to omit these distinctively religious features for the 
sake of crowding duties and details. But, in the Catho- 
lic hospital, the Catholic spirit requires that efforts in 
this line be precisely in proportion to the difficulty and 
that the harder it becomes to have a good Sodality 
and to attend to the Catholic training of the nurses, 
the more determined every one must grow to find the 
way to keep up Sodality activities in the midst of other 
crowding cares. 
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That the thing can be done, the experience of ex- 
cellent Catholic hospitals has demonstrated. That it 
is hard to do every one will admit. The measure of 
its difficulties and importance is the measure of effort 
required of our Catholic hospitals. To put the finishing 
touch on all their other successes, they must succeed 


in this, to give their nurses such a strong Catholic 
training that it will influence their whole lives after- 
ward. 

With the graduate nurses the case is very much 
the same. Their lives, too, are full and crowded with 
duty and effort. We pity them, and perhaps may be 
inclined to say “it would be too hard on them to try 
to get them to Sodality meetings when they have so 


much else to do.” 


But the Catholic spirit will urge 
us to do everything possible to keep them in close 
touch with Catholic influence. This spirit assures us 
that the one highest crown of a Catholic nurse’s life 
is the supernatural intention with which she performs 
her service. To serve Christ’s brethren for the love 
of Christ is another and a higher thing than mere 
humanitarianism. The motive is the soul of the action 
and to keep a Catholic motive in the work of the Catho- 
lie nurse is, the Catholic spirit assures us, worth any 
necessary effort were it ten times more difficult than 
it is. To keep in touch with a graduate Sodalist and 
continue the influence of the Sodality by means of 
frequent notices and letters, is difficult. But to over- 
come such difficulties is, again, a test of the Catholic 
spirit. 

The whole work of standardization is difficult. 
All good things are unfortunately wont to be difficult 
in proportion to their excellence. But difficulties are 
not excuses. When a hospital is given a rating, let 
lis Suppose, by a conscientious expert who knows what 
should be and what should not be in hospital work, he 
may sympathize with difficulties but he will not accept 
them as an excuse. It is difficult, let us say, to have 
standard operating rooms, a standard x-ray outfit, an 
arrangement of the wards that comes up to standard. 
But difficulty or no difficulty the thing is necessary 
and it must be done. To say, “with our other work 
and demands on our time it was not possible to bring 
these. things up to standard” may be an explanation. 
It is no excuse. 

In some similar way the requisites of the Catholic 
spirit have to be supplied whether they are difficult 
or not. The same energy and self-sacrifice which are 
pushing forward our Catholic hospitals in the direction 
of other efficiencies will provide also first-rate Sodali- 
ties for our nurses and keep them Sodalists afterwards. 
The other requisities of the Catholic spirit will like- 
wise be forthcoming. For though they are intensely 
interested in the secular efficiency of their hospitals, 
our Catholic Sisterhoods are most of all devoted to the 
Catholic spirit, and they will never rest satisfied until 
to the other achievements of their institutions, they 
have added this finishing touch. 








ROBABLY the easiest way to understand the 
P organization of a good hospital in the middle 

ages would be to take one of these institutions, 
built in the highest time of this period, and note its 
character. I once tried to write a thesis on the topic 
“The Thirteenth, as the Greatest of Centuries,” and 
while there were a great many people who thought the 
idea preposterous when I first suggested it nearly 25 
years ago, the number has grown fewer every year. 
Now that Henry Adams and Ralph Adams Cram have 
been intent for fifteen years on writing up that period, 
there are many more who are willing to confess that 
it represents an extremely great era of the power of 
human expression. This was as true with regard to 
the hospitals of the time as with regard to the great 
churches, the famous Gothic cathedrals of western 
Europe. Practically all of these were built during the 
thirteenth century. The sculpture with which they 
were decorated, the paintings with which they were 
adorned, and the arts and crafts with which every part 
of them was filled—all these details were designed and 
executed with all the skill and love which artists and 
craftsmen could bring to bear. Unimportant details 
and unseen corners of buildings were handled as care- 
fully as the more prominent parts, because as the ar- 
tists said God’s eye is everywhere. It was thus that 
guild halls, hospitals and other buidings were as care- 
fully treated as the churches. 

Fortunately we have one typical example of a 
hospital from this period to demonstrate the attention 
which this period paid to hospitals and also to cathe- 
drals, town and guild halls and chapter houses, as well 
as abbeys and university buildings. This is the well 
known hospital built by Marguerite of Bourgogne, the 
sister of St. Louis of France at Tonnerre, in the center 
of France. Louis IX, or St. Louis of France, as I 
have called him, is famous in history for his care of the 
poor and the ailing. He made it an effort to visit hos- 
pitals whenever he went wandering through France and 
never failed to make it a point to improve the condi- 
tion of the sick poor by his suggestions as well as his 
practical help. Most of the great pictures of him re- 
present him as relieving the needy. The more desperate 
the condition of the poor as, for instance, when they 
were lepers, the more he loved to do for them. He has 
been known to insist on coming close to them in order 
to give them personal words of consolation after they 
had, as the law required, cried out that they were lepers 
and not to be approached. By law lepers took the other 
side of the road always and sometimes the gutter be- 
sides, but Louis would cross even through the mud to 
get to them. 

It would not be surprising, then, if his sister Mar- 
garet would have something of this same disposition 
and that, when she took it on herself to build a hospital, 
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she should have done it in such a way that it would be 
a model for all future time. Besides being the sister 
of a saint, Margaret was the daughter of Blanche of 
Castile who has sometimes been considered a saint her- 
self. The heredity in the family is rather mixed, how- 
ever. Margaret was the daughter of Blanche of happy 
Christian memory. Blanche was the daughter of 
Eleanor of France, the wife of the King of Castile, and 
she is usually known as the Pious. Blanche was the 
granddaughter, however, of the famous Eleanor of 
Aquitaine, so that if she might be expected to inherit 
sanctity from her mother, certainly her inheritance 
from her grandmother might well be presumed to neu- 
tralize that. Blanche’s marriage was purely political. 
Prince Louis, afterward known as King Louis VIII of 
France, was married to Blanche in order that the royal 
families might by close affinity avert war. It was over 
this marriage that Constance, the mother of the un- 
fortunate Prince Arthur in Shakespeare’s play of King 
John, demanded petulantly when a treaty was being 
arranged between France and England by which the 
rights of her son Arthur would be ignored, “Shall Louis 
have Blanche and Blanche these provinces?” 

Blanche herself, however, proved to be a model 
wife and mother. She loved her boy Louis probably 
all the more because his elder brother Philip died at 
the age of nine, and the twins who followed Philip 
died during their first year of life. And yet it was 
she who said that she would rather see her son dead 
at her feet than know that he had committed a mortal 
sin. If Margaret, St. Louis’ sister who so nobly re- 
sponded to his mother’s Christian wishes for him had 
any of her mother’s character by inheritance, she must 
have been a thorough-going, managing woman, for some 
months before her twelfth child was born Blanche’s 
husband, King Louis VIII, was taken from her by a 
sudden fatal illness, so that at the age of 38 she had 
to face one of the most difficult situations in history. 
The heir to the throne was only twelve years of age, 
and he was surrounded by ambitious nobles anxious to 
extend their power and limit the King’s in every way. 

A woman regent seemed surely destined to fail 
and France seemed fated to stormy times. For ten 
years Blanche was the Regent of France, but instead 
of the bonds of the monarchy being loosened they were 
strengthened. She acted promptly and summoned the 
nobles for the coronation of her son to take place on 
the 29th of November, a scant three weeks after the 
death of his father. Before there could be any com- 
bination that might possibly prevent the coronation, 
or put it off until royalty had guaranteed certain privi- 
leges to the nobility, Louis was firmly seated upon the 
throne of France and his mother as regent was ruling 
with the political sagacity that enabled her son ten 
years later to take up the reins of a stronger govern- 
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ment than France had had for centuries. Her trusted 
counsellors were above all the Cardinals and Bishops 
of the time, though the Constable of Montmorenci and 
John of Brienne and Archibald of Bourbon and many 
of the less important nobility of France were noted for 
their loyalty and devotion to the Queen Regent. 

This may very well serve as the pedigree of Mar- 
guerite of Bourgogne, Blanche’s daughter, Louis’ sister, 
who in 1295 built the hospital at Tonnerre. The in- 
stitution has been taken by Viollet Le Duc, the famous 
student of Gothic of the early nineteenth century, as 
a model, and it may well have been so taken as his 
description shows. In his Dictionary of Architecture 
Le Duc gives a picture of one of its wards, which we 
reproduce in connection with this article. 

Mr. Arthur Dillon, an architect, writing in the 
New York Mail and Express, for May 7, 1904 described 
this hospital at Tonnerre: It consisted of a ward, a 
building attached to it by a covered passage in which 
Marguerite herself lived for many years, and separate 
buildings for kitchens, for the storage of provisions, 
and for the lodging of the twenty monks and nuns who 
had charge of the sick. A feature that perhaps we 
would not admire very much, was a cemetery adjacent 
to the buildings. They were not so fearful about death 
in the Middle Ages, however, as we are apt to be; and 
who shall say that the contemplation of it did not often 
give that restful sense of submission to whatever would 
come, that sometimes means so much in serious illness, 
and keeps the patient from still further exhausting vi- 
tality by worrying as to the outcome? The medicine 
was stronger than our degenerate generation might be 
able to bear, but then all their medicines were apt to 
be stronger in that time. 

The situation of the hospital might well be thought 
ideal. The princess had gardens about her lodging, and 
the whole property was surrounded by a high wall, along 
which flowed the branches of a small stream, which 
doubtless tempered the atmosphere and served to carry 
off much undesirable material. The hospital ward it- 
self was 270 feet long and 55 feet wide with a high 
arched ceiling of wood. It was lighted by large pointed 
windows high up in the walls. At the level of the win- 
dow-sills, some twelve feet from the floor, a narrow 
gallery ran along the wall, from which the ventilation 
through the windows might be readily regulated and 
on which convalescent patients might walk or be seated 
in the sunshine. The beds were placed each in a little 
room formed by low partitions. Privacy was thus se- 
cured much better than in the modern hospital wards, 
and as there were only forty beds, the ventilation was 
abundant. 

Mr. Dillon, from the standpoint of the architect, 
says of it: 

“It was an admirable hospital in every way, and 
it is doubtful if we today surpass it. It was isolated, 
the ward was separated from the other buildings, it 
had the advantage we so often lose of being but one 
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VIEW IN HOSPITAL FOUNDED BY 
MARIE OF BOURGOGNE, 


story high, and more space was given to each patient 
than we can now afford. 

“The ventilation by means of the large windows 
and ventilators in the ceiling was excellent; the struc- 
ture was cheerfully lighted; the arrangement of the 
gallery shielded the patients from dazzling light and 
from draughts from the windows affording an easy 
means of supervision, while the division by roofless, 
low partitions isolated the sick and obviated the de- 
pression that comes from the sight of others in pain. 

“It was, moreover, in great contrast to the cheer- 
less white wards of today. The vaulted ceiling was 
very beautiful; the woodwork was richly carved, and 
the large windows over the altars were filled with 
colored glass. Altogether, it was one of the finest ex- 
amples of the best period of Gothic architecture.” 

As we have said the princess herself lived in one 
of the buildings on the hospital grounds. Indeed that 
was her reason for building the institution. She wanted 
opportunity to do good for those in need, and so she 
erected near the place where she chose to live, this home 
for the ailing. It was built on the bank of a branch 
of the Seine, southeast of Paris. An artificial channel 
formed some distance above the hospital carried a large 
proportion of the water of this stream around the other 
side of the building emptying into the parent water 
course a short distance below. - We do this sort of thing 
very commonly for industrial purposes in our day and 
sometimes a millionaire does something of the kind for 
his private residence out in the country, but who ever 
heard of its being done for a hospital and for the bene- 
fit of the ailing poor. Marguerite of Bourgogne built 
her private residence, then diverted the stream or a 
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goodly portion of it, and built close to her residence 
the hospital that would provide occupation of mind and 
heart for her for the rest of her life. 

It is very probable that tnis surrounding of the 
hospital entirely by water made the people of the neigh- 
borhood feel less solicitous with regard to its presence 
in their vicinity. There was a feeling in the old days, 
—and it has not died out yet, and has indeed an im- 
portant basis in modern sanitary science—that even a 
small stream of water proves a rather effective barrier 
against the spread of air-borne disease. We know now 
that there are not nearly so many air-borne diseases 
as they used to think in the olden time, but the feeling 
of safety engendered by water separation is very well 
illustrated by the fact that in most of the eastern 
cities of this country the contagious disease hospitals 
and the quarantine stations were placed on islands in 
the harbours, and these were considered to furnish ever 
so much better protection than any amount of precau- 
tion on land. 

It is easy to understand that with Marguerite of 
Bourgogne living near the hospital, indeed probably 
directing it, visiting the sick nearly every day, there 
must have been a wonderful atmosphere of kindliness 
and of the best of care, so far as their knowledge went. 
At least they had an abundance of water which can- 
not be said of a great many hospitals of the modern 
centuries until actually our own time. Bellevue Hospi- 
tal, New York, less than a hundred years ago, with a 
single pump in the yard and twenty years later with 
a single bath tub in the cellar for patients, doctors 
and nurses and all, shows how hospitals had deterior- 
ated in the six centuries after the thirteenth. 

Comparative science is extremely valuable. One 
of .the most seriously scientific aspects of history that 
we have is that represented by comparative history. 
Comparative and physiology, comparative 
pathology and even comparative psychology have been 


anatomy 


of immense service in enabling us to understand a great 
many things that otherwise were extremely difficult to 
properly appreciate. This is true of comparative his- 
tory, and especially of the comparative history of the 
hospitals of the thirteenth and early fourteenth cen- 
turies, until after the Black Death, which took off sixty 
percent of the population of Europe and seriously crip- 
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pled education, religion, above all the religious orders 
and the social service developed during this period 
which has been so well called the earlier Renaissance. 
The worst hospitals ever built came into existence in 
the early nineteenth century. This one of Marguerite 
of Bourgogne, finished just as the thirteenth century 
was closing and reaching the climax of its power to 
serve humanity at the beginning of the fourteenth cen- 
tury, has ever remained a model of what a hospital 
should be. Even our hospitals of the present day, be- 
cause of the almost necessity of building them in the 
confined quarters of large cities, are economical of land 
in their erection and provide lower floor heights. 
Even when they are built in the wide spaces of the 
country, they can scarcely be said to compare with this 
old-fashioned hospital that the loving charity of Mar- 
guerite of Bourgogne built as a model for all time. 

As may be seen from the picture, the walls are so 
thick that they must have been a good protection 
against the heat in the summer time. As the hospital 
was some fifty miles southeast of Paris it was not likely 
to suffer much from the winter, but the temperature 
must have been rather equable. The balcony imme- 
diately underneath the windows could have been used 
for a sun bath for convalescents, if that were needed. 

The hospital was built not far from the main 
travelled road between Paris and Rome, so that a good 
many travellers may have been brought into the oc- 
casion of seeing it. It was very famous in its own day 
and must have attracted a great deal of attention. 
This is not at all surprising, considering the loving 
care which had been devoted to the erection and ad- 
ministration of it. 

I wonder if somebody out in the country where land 
is in acreage will not venture once more to build one 
of these single-story, high-ceilinged hospitals with good 
large windows in tlie walls, high up and not low down, 
with a balcony just under them. The ventilation could 
be managed readily from there, and there are many 
advantages that might accrue. They would seem to 
be ideal for hospitals in our own southland where there 
is not much winter and not much money need be spent 
on heating. One thing is sure, we shall probably come 
to this model again in many of our country institu- 
tions for the ailing and dependent. 


To a Dead Child 


(Aged 4.) 


Wiser than the mighty Prophets 
When. they trod this earth, 

You lie there, calmly sleeping, 
One step ’twixt death and birth. 


Holier than God’s annointed, 
Struggling here below, 

You possess Heaven’s secrets 
Only sainted souls can know. 





Happier than the herald angel, 


Who sped you in his flight, 


Your silent lips this message speak 


To us in sorrow’s night: 


“Would you come where I am waiting, 


Keep your souls all undefiled: 


For the Heart where I am resting, says, 


‘Be as this little child’!” 
Holy Cross Hospital, Salt Lake City, Utah. 
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How May Hospitals Maintain Acceptable Standards 





Without an Intern Staff?’ 


H. B. Sweetser, M. D., Minneapolis, Minn. 


Ty a invitation to read a paper for this conference 
carried with it a request to present something 

which might be of practical help in working out 
the everyday problems which all hospitals must solve, 
whether large or small. This I have attempted to do 
even at the risk of being tiresome. In fifteen minutes 
one can only hit the high spots. To be told that certain 
things must be done and that certain minimum stand- 
ards must be attained is one thing; it is quite another 
to provide means for doing them. 

Prior to 1916 it was simple enough for a hospital 
to maintain a standard, for none existed except as de- 
manded by the doctors using its facilities. Every hos- 
pital was a law unto itself. If the doctors connected 
with it were high-minded, scientific, and anxious to keep 
up with the progress of medical science, such a hospital 
would be high-class and the work done in it above re- 
proach or criticism. If the doctors had a slant in their 
moral make-up, looked upon their profession as merely 
a business for commercial gain, and had no interest 
in their patients except from this standpoint, such a 
hospital would be poor. 

Today the situation is different. The American 
College of Surgeons has created a minimum standard 
which is known by all physicians, and, more important, 
is coming to be known more and more by the people 
who some time or other, as patients, will become in- 
mates of hospitals; and both the public and the higher 
types of doctors, appreciating the value of such stand- 
ards, are demanding that the hospitals shall maintain 
them or fall by the wayside. And the hospitals have 
responded, in large measure, I think quite marvelously. 
The hospital survey made by the College of Surgeons 
has shown a constant betterment in hospitals of over 
100 beds. In 1918, when the first survey was made, 
only fourteen per cent made grade A; in 1922, 83 per 
cent of 812 hospitals were approved. This year a first 
report was made of hospitals with 50 to 100 beds, and 
41 per cent of the 811 were approved. 

Lest we in this group become too self-satisfied, I 
regret to say that we are still a little below the average 
attained by hospitals in general, as only 77.7 per cent 
of our larger and 40 per cent of our smaller hospitals 
are on the approved list. 

The minimum standard of efficiency of the Ameri- 
can College of Surgeons requires: 

(1) A staff organization with monthly meetings 
to discuss current cases. 

(2) Complete records. 

*Read at the Minnesota-North Dakota State Conference of 


the Catholic Hospital Association of the United States and Can- 
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(3) Sufficient laboratory facilities to insure 
proper diagnosis, viz: clinical, pathological, and X-ray. 

My paper has to do only with the second and third. 
It is admitted that to fulfill these requirements satia- 
factorily entails a large amount of labor and no little 
Yet it is labor which must be done and ex- 
1 think where the standard 


is more nearly attained the reward has been substantial, 


expense, 


pense that must be met. 


even from a financial standpoint, for a better and larger 
clientele has been attracted to the hospital, and the 
better class of doctors have sought its privileges. At 
least that has been our experience at St. Mary’s. 

I am not presenting this paper to show how a 
hospital may function without the quite essential help 
to be derived from a good resident staff made up of 
interns; and furthermore there is an obligation resting 
on hospitals to open up to the recent graduates the very 
necessary practical experience and training which he 
could otherwise’ not acquire except after years of inde- 
pendent effort, and then only imperfectly. But hos- 
pitals have increased so out of proportion to the number 
of medical graduates, that there are at least two places 
waiting to be filled for every man available, so that 
even among the large hospitals, approved by the medical 
colleges, the best only are able to obtain a full intern 
staff, and the poorer and smaller ones have to get along 
without, and yet these also must maintain an acceptable 
standard of efficiency in the interests of their patients. 
My paper is an endeavor to find out how this may be 
done. 

What are, and what may, be the activities of the 
intern in the hospital? To enumerate, they are: 

1. Giving of anesthetics. 

2. Doing laboratory work. 

3. Doing X-ray work. 
4. Assisting at operations. 
5. First aid in emergency cases. 

6. Representing the attendant physician in his 
absence, both in medical and surgical cases. For in- 
stance, prescribing, applying pus dressings, etc. 

%. History taking. 

8. Physical examination of patients. 

The first three need little discussion, for at the 
present day they are largely outside the intern field, 
even in the largest hospitals, and have been put in the 
hands of lay experts. This is especially so here in the 
West. It is unfortunate in the interest of the recent 
graduate that it is so, for every medical man should 
be able to give safely at least ether, to do the routine 
laboratory work, and have a working knowledge of 
X-ray technic. Instruction in these branches is now 
available to graduate nurses in some of the larger hos- 
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pitals, and, therefore, there is no excuse any longer that 
such important procedure should be entrusted to the 
untrained, for it cannot be too strongly emphasized 
that the anesthetic is the greatest element of danger 
in any operation, and that a death resulting from it, 
if due to ignorance and failure to surround the patient 
with proper safeguards, is criminal and immoral. In 
passing, it must be further emphasized that lay-workers 
cannot function as physicians, and must not attempt to 
usurp such functions. The physician is held respon- 
sible for the anesthetic and his acceptance of the inter- 
pretation of X-ray findings by a non-medical technician 
does not relieve him of his legal responsibility. 

While on this subject, a word of caution is also 
necessary as regards the dangers of both radium and 
X-ray to the worker herself, dangers which are appar- 
ently unheeded in many hospitals. 

(1) Rubber gloves and rubber aprons should be 
absolutely insisted on. 

(2) Every technician doing much daily X-ray 
work should have an understudy, and also should be re- 
lieved or assigned to other duty at stated intervals, be- 
cause it has been shown that long continued exposure to 
irradiation may result in the development of cancer and 
hlood changes similar to pernicious anemia, which have 
resulted fatally in some cases. I wish particularly to 
emphasize this, as it may save valuable lives. 

4. Assistants at Operations: 

This also is not a serious difficulty, for at present 
almost every surgeon provides his own assistant; but 
there are many men doing surgery as part of a general 
practice who depend on the hospital to provide the 
necessary operative help. Here again the graduate 
nurse has proven her fitness, and some have developed 
an extraordinary aptitude for such work. Every hos- 
pital has at least one such nurse who can be specially 
trained to assist at operations. 

5 and 6. In the above activities no hospital need 
suffer any serious handicap from lack of an intern. It 
is different, however, when we try to find a substitute 
who will represent the doctor in his absence, prescribe, 
treat the operated cases or give first help in emergencies. 
A large open hospital with many patients and many 
visiting doctors finds in this absence of interns a real 
handicap, for the reason that no lay person, under the 
law, may assume the functions of a physician, nor can 
a physician delegate his functions to a lay person ex- 
cept at his own peril from a legal standpoint. One 
large hospital of this type solved the problem to the 
satisfaction of all by installing a paid resident physician, 
an exceptional man, who more than earned his salary 
for the hospital, as he eventually took over the labora- 
tory and X-ray departments which he ran with the aid 
of two technicians, and besides kept up the histories 
and assisted at operations on occasion. In a smaller 
hospital of 108 beds and a staff of 24 visiting physicians 





about five patients to a doctor—the onus was frankly 
placed on the staff, who were expected to see their pa- 





tients when called, the most available one being sum- 
moned in emergencies. Fortunately for all, several of 
the staff live quite close to the hospital. 

These are the only suggestions 1 can offer—make 
the staff responsible, or have a paid resident physician, 
preferably one who has just finished his internship in a 
large A-1 hospital, and who wants more hospital work. 
Making of Records. 

This is the most important, and at the same time 


7 and 8. 


the most difficult, of all problems which hospitals have 
to solve whether large or small, and is particularly dif- 
ficult in the absence of interns. Given a closed staff and 
sharply defined departments, with a definite intern staff 
assigned to each, the difficulties are minor and good and 
complete records are reasonably assured. Few such hos- 
pitals, however, are represented in this conference. Our 
type here has a so-called open staff with all physicians 
in the community, if of good repute, eligible to mem- 
bership and its privileges; and most of them have no 
interns. Let me recall to your memory the character 
of record required in the minimum standard: It shall 
record a complete history; physical findings; clinical, 
pathological and, if indicated, X-ray findings; a pre- 
liminary or working diagnosis; the treatment, medical 
and surgical; progress notes from time to time; final 
diagnosis; condition at discharge; autopsy findings if 
made. 

I have visited a number of hospitals, large and 
small, and have been allowed freely to examine their 
records. And in passing, I wish to thank their officers 
and superintendents for their courtesy and willingness 
to help me obtain the information sought. In the short 
time at my disposal I examined quite a number of rec- 
ords and found as follows: A rather small proportion 
were very excellent, a larger proportion were very poor, 
and the great majority were good and bad in spots. I 
inquired especially how the histories were obtained in 
hospitals having no interns. The great majority were 
provided by the doctor. Most frequently he or his 
assistant wrote them in the hospital; in one case the 
doctor was accompanied by his stenographer to whom 
he dictated; in another a dictaphone was provided for 
the use of the doctors, but this convenience apparently 
had not overcome their mental inertia; histories from 
memory; some of the best were copies of those taken 
in the doctor’s office and sent with the patient to the 
hospital ; in one hospital, previously referred to, a pro- 
portion of the histories were taken by a paid resident 
physician and these were very full and complete; in 
one small private hospital a graduate nurse, the tech- 
nician in the pathological laboratory, found time to 
take the histories for most of the few men on the staff. 
She took the histories: of both male and female patients, 
and said she did not think she had more refusals than 
would come to an intern. But there were refusals, and 
also there were histories which she would not take, and 
these were taken by the attendant himself. On the 
whole her histories were good. In a larger hospital the 
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Sister historian and her assistants took some of the his- 
tories, but only those of the female patients. These 
also were good as far as they could go. 

Of course, the physical examination and the clin- 
ical progress must be made by the doctor himself; more- 
over, from my investigation and observation, I do not 
think the time has yet arrived when either the higher 
type of physician or the patient is willing to have the 
history taken by a lay person. The physician will be 
sure that many vital details will be omitted, and few 
patients will reveal the secrets of their inner life ex- 
cept to a priest or to a doctor. 

As regards record-making my conclusions are: 

(1) That the history and physical examination 
must be obtained by the physician himself, or at least 
by a medical man. 

(2) That all the record must be read and certified 
by the attendant physician. 

(3) That the hospital executives, with few ex- 
ceptions, have shown their willingness to go to the limit 
of their capacity to provide the means to obtain proper 
complete records ; and 

(4) That the fault for poor, incomplete and in- 
correct records lies with the doctors themselves. 

It must be admitted with regret that this impor- 
tant problem of the making of satisfactory records has 
not yet been solved. Nor will it be till some mechanism 
has been created by which doctors may be made to see 
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that complete records are so much to their advantage 
and advancement, both material and scientific, that they 
will willingly and freely provide them. 

In conclusion, I wish to say that I have mentioned 
only some of the tools, as it were, which aid in main- 
taining efficiency; but, in the last analysis, the main 
power which will make a hospital the exponent of true 
modern scientific medical art is the spirit and force that 
resides in the executive. If she has vision, is broad- 
minded, knows hospital management from every angle, 
insists on having as assistants only those who have been 
trained for the positions which they fill, and demands 
honest service from the doctors—the hospital which she 
controls will solve all its problems and will have no 
difficulty in maintaining a high standard of efficiency. 

And ‘this conference of the Catholic hospitals of 
Minnesota and South Dakota, the conferences of other 
states, and the annual meetings of the Catholic Hospital 
Association are all guarantees that the various Sister- 
hoods have entered whole-heartedly into this truly 
Christian endeavor to give the sick the best that modern 
medicine has to offer. 


The program of our transactions proves that they 
have already gone far on the way, for almost every Sis- 
ter on it has the title of “R. N.”; and the paper which 
follows mine shows that they are not satisfied with what 
they have already attained, but are still striving for 
higher and better things. 
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PROVIDENCE HOSPITAL, EVERETT, WASH. 


Hospital Standardization in a Small 
Northwestern Town 


A Sister. 


. en property of the Monti Christo hotel fell in- 


to the possession of the Sisters of Providence 

in 1905, and was immediately converted into 
Providence Hospital, with accommodations for 75 
patients. 

Sixteen thousand patients have been cared for in 
this hospital since its opening. Many of them were 
admitted with no other outlook in life than suffering, 
misery and death but found in the hospital scientific 
treatment, proper care, and hope, life and complete 
recovery. 

That the doctors and the people appreciate the 
services rendered by the hospital, is made evident by 
the rapid growth of this institution. So great is the 
demand for space that it is impossible to provide beds, 
even when rooms are engaged long before they are va- 
cated. 

This condition has made’it imperative upon the 
Sisters to provide a more spacious building and plans 
looking toward that end are now in the making. The 
new Providence Hospital which will he completed with- 
in the year 1923 will be a brick, fireproof structure with 
a capacity for about 150 beds. It will be the latest and 
most modern in architecture and equipment and will 
equal any institution of its kind in the country. 

The work of civilization and colonization in the 
Northwest has been largely responsible for the many 


institutions. This is especially true of hospitals. The 


latter were opened to care for the miners, the lumber- 
men, the gold seekers and the Indians who appealed 
to the charity of the Sisters and the altruistic nature 
of the medical profession. 
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Hard and strenuous was the life of the doctors 
and nurses who worked among the early settlers of the 
Northwest. Distances were great and it was a common 
occurrence for a doctor to ride fifty or sixty miles on 
horse back, up steep mountains, or over bleak prairies, 
to make a call on some poor sick miner, hunter or 
lumber man. 

These brave men often worked night and day, 
fighting the ravages of disease with very little equip- 
ment, and under very trying circumstances, often most 
undesirable ones. 

It is true, these conditions are being modified as 
the center of population moves westward; bringing 
with it more modern conveniences and more scientific 
measures ; nevertheless there is still, no comparison be- 
tween the East and the Northwest in the practice of 
medicine as carried on in small towns and rural dis- 
tricts. 

The average doctor in a Northwestern town is busy 
in the hospital the entire morning; he has a few 
minutes for lunch, if he takes one, and then he rushes 
to his office where he is kept hard at work until five 
o’clock. He then makes a few calls and it is the dinner 
hour, during which, he may be called to the telephone 
several times, if his wife does not take it upon her 
conscience to prevaricate and say he is not home. In 
the evening, the doctor has another office hour for the 
benefit of the working people. The office closed for the 
night, a call may be waiting him twenty or thirty miles 
out in the country where he possibly finds himself obliged 
to bundle up his patient and take him back to the 
hospital, and spend the remainder of the night trying 
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to save the life of the poor unfortunate. This may 
seem exaggerated to many, but I will venture to say 
that the Northwestern reader will endorse every word 
of it. 

Ask such a doctor to keep records! Is it not 
asking a great deal? Existing conditions must have 
due consideration and must sometimes be accepted as 
they are. Ideals may be had and cherished, but in 
practical life one must work with the instruments at 
hand, not wholly perfect though they be. Consequently 
the keeping of records by the doctor or the institution 
was more or less overlooked, and in some cases aban- 
doned, until the men in charge of the campaign of 
hospital standardization visited the Northwest as well 
as the East and West, penetrated the small town as 
well as the large city; attacked the country doctor as 
well as the city surgeon, inspected the small hospital 
as well as the large one, and stimulated all in the 
march of progress toward more organized and scientific 
work. 

The rapidity with which all this came about forced 
itself almost unconsciously upon the administration of 
Providence Hospital and made it necessary for that 
institution to look into the work of standardization 
in order to determine its nature and its possibilities. 

The result of this analysis convinced the organiz- 
ation that standardization did not necessarily mean 
a fine building nor a hospital with a fixed minimum 
number of beds, but it did mean intelligent govern- 
ment, whole-hearted co-operation and earnest effort on 
the part of all. 

In view of these facts, the institution saw no rea- 
son for referring the question of standardization to the 
new Providence Hospital; as a standardized hospital 
can be transferred into a new building with very little 
inconvenience. Consequently measures were taken to 
begin gradually to meet the requirements of the Ameri- 
can College Surgeons. 

The first step in this direction was in the installa- 
tion of a laboratory a few years ago, which owing to 
conditions previously explained met with some objec- 
tions on the grounds that this was an added expense 
to the patient. It had not been a necessary feature 
in the past, and the doctor could do the essential tests 
in the office. The laboratory was equipped, however, 
and routine work was established. This department 
has grown by leaps and bounds within the past year, 
and it is becoming more and more appreciated as the 
light which it throws on any given case is being re- 
cognized. The laboratory is in charge of a part-time 
bacteriologist who is available in the hospital every 
morning and on call at any hour of the day or night. 


To assist the doctor in making a careful diagnosis 
the x-ray is also at his service. While the institution 
recognizes a deficiency in the equipment of this de- 
partment, still, the department renders good service 
and is very much in demand by the cautious, con- 
scientious doctor who wants no hasty diagnosis. 
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With the x-ray and laboratory making for the high- 
est efficiency, the next advance toward the require- 
ments of the American College of Surgeons was the 
records. To put in a record department in a hospital 
in a small Northwestern town is no easy task. The 
expense and the greater part of the responsibility fall 
on the institution. The doctor in the Northwest, as 
before stated, is a very busy man with a large terri- 
tory to cover outside the hospital. While he is held up 
at the hospital, in the surgery, or the maternity de- 
partment, he may have a dozen calls awaiting him, to 
be made at his first free moment. Some of these calls 
may be emergency calls, with the result that he rushes 
madly out of the hospital to meet the condition that 
awaits him at his destination, and the record of his 
case is entirely overlooked. 

How can this be remedied? The hospital must 
have the records, and they must meet the inspection of 
the American College of Surgeons, if it wishes to be 
listed as a standardized institution. The doctor is too 
busy to write them. To furnish dictaphones for so 
many physicians is impossible; neither does the finan- 
cial condition of most of the small hospitals justify 
employing stenographers ; hence the only means at hand 
is to be ever on the alert to arrest the doctor and try 
to secure the necessary information. When the record 
reaches the record department, if the record keeper 
still finds it incomplete, she must use her tact and 
ingenuity in trying to hold the doctor long enough to 
complete the record before it is filed. 

While this is the problem that faces the hospital 
in the Northwest yet there has been, and still is, a 
great deal of co-operation between the doctors and the 
institutions in this matter. 

There are men practicing in Providence Hospital 
who are most exact in writing complete records, but 
in the main the record is not looked upon in the North- 
west with the degree of importance that it is in the 
East. The keeping of detailed records has been crowd- 
ed out of the ordinary routine of the busy practitioner 
and as Theodore Roosevelt once remarked, “It is im- 
possible wholly to disregard what has by long usage ~ 
come to be an established custom.” 

Notwithstanding all this a complete record depart- 
ment is slowly but surely coming into existence in 
Providence Hospital. Histories, progress notes, oper- 
ating room reports are being filled in detail by the at- 
tending doctors themselves, as the value of the informa- 
tion contained in these reports is dawning upon them. 

The record department is equipped with an index 
so simple as to make it possible to produce any record 
at a moment’s notice and a cross-file which permits 
of any doctor availing himself of the reports of the 
last fifty cases of appendicitis, gall bladder condition, 
or any other condition for study or research or for pre- 
sentation to qualify for entrance to the American Col- 
lege of Surgeons. 

The third requirement for a standardized hospital 
as set forth by the American College of Surgeons is 
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one that creates great interest among the doctors from 
the viewpoint of how many of the profession will be, 
in their own words, “kicked out.” Standardization 
will undoubtedly bring to light any existing weak- 
nesses in the work done in the hospital, but a fair- 
minded man need not be “kicked out.” It is not the 
spirit of the work to “kick out” nor “throw out” any- 
one but rather to extend a helping hand to the weak 
member and bring him up to the standards required. 

To determine the weak links in the chain there 
must be supervision from among the members of the 
executive committee or any other committee appointed 
to look into the work done in the hospital. To many 
this is a hard saying, but if a man is doing honest 
work he should not fear to be seen. In some cases 
it may be that the operator fears the criticism of the 
supervisor on methods used in certain procedures. 
These are not usually taken into consideration, pro- 
vided the interest of the patient is safeguarded. Again 
personal feeling asserting itself may be suspected, but 
it is safe to say, that the only feeling likely to assert 
itself is the desire to run away when called upon to 
supervise a case in the surgery. It is sometimes much 
more unpleasant for the supervisor than it is for the 
supervised. Any man doing honest work need never 
worry about the supervision. 

The Providence Hospital has not yet attempted 
this third requirement, but in the mind of the ad- 
ministration it is well on the way. It will be a huge 
undertaking, undoubtedly, not altogether due to the 
reasons given above nor to a lack of good will on the 
part of the doctors, but rather to a want of time to 
attend meetings, supervise records, look into the work 
done in the hospital and the many other duties in- 
volved. 

To emphasize what has been brought to mind 
several times in this article, in reference to the overly- 
active life inflicted on our physician in the Northwest, 
it does seem like an imposition to compel him to at- 
- tend meetings and prepare subject-matter or assume a 
responsibility in an organization when he is already 
so over burdened that he has scarcely one evening a 
month to visit with his family. 

That staff meetings are important from the point 
of view of development and service is not to be dis- 
puted. The patient has a right to demand that his 
doctor attend such meetings, where careful and pains- 
taking study of the work done in the hospital cannot 
fail to demonstrate the advantage and disadvantage of 
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methods employed. It is not the intention of the writer 
to minimize the value of the staff meetings, but rather 
to show in anticipation the effort required by the in- 
stitution to hold an organization together in a small 
vicinity, under the unavoidable conditions previously 
mentioned. On the other hand, if the staff meetings 
are properly conducted, the professional work tactfully 
scrutinized, constructive criticism invited and encour- 
aged, the meetings will arouse the interest of the mem- 
bers and stimulate them to attend. 

The problem of eliminating the “undesirable doc- 
tor” will have to be met fearlessly by the institution. 
There is no town, however small but has its “unde- 
sirable doctor” either in the form of the drugless healer 
or otherwise. It is not so difficult as is sometimes imag- 
ined to handle this situation. The dishonest man 
will not stand reporting, in black and white, everything 
he does for his patient and giving a reason for it. In 
one hospital in the Northwest, fifteen such men drop- 
ped off the visiting list for no other reason than the 
above. The incompetent man will either drop out or 
submit to supervision and re-education. If a man is 
refused admittance and demands an explanation, all 
the Sister Superior need say is that she does not want 
to care for his patients, and ask him why he inflicts 
them upon her. 

With clear thinking, proper tact, a good under- 
standing between the hospital and its staff, and firm 
determination on the part of all concerned, to give to 
the patient what he has a right to expect, the problem 
of standardization can be met in any hospital regard- 
less of location or size. 


Our Task 


Noiselessly treading the sweet silent way, 
From sickness to life, breathing hope anew; 

We’ve helped and labored but not in vain, 
For isn’t that what God would have us do? 


—Miss Mundt, Junior Nurse, 


Reedsville, Wis. 


Holy Family Hospital, 
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Ethical Principles for the Character of a Nurse - III 





Human Faculties to Train and be Trained for 
Character 


James M. Brogan, S. J., Missoula, Montana. 


N our last lecture we studied the inherited elements 
I of character, the individual traits. In this one we 

take up the elements that are common to all human 
beings. They are constituents, or materials, that come 
to us inseparably bound up with our human nature. 
If we are to form character and make anything of our- 
selves we cannot allow them to grow wild and luxurious 
without pruning, training or direction; their energy 
must be conserved, moderated and directed to the 
highest that a rational being can aspire to, and this 
process we call self-mastery or self-control. It is a 
great but a difficult art, greater than the taking of a 
citadel. 

Bedies We Certainly Have. 

A nurse needs no long dissertation to be convinced 
that we have bodies that have crying needs and demand 
attention; and with very little observation she will 
conclude that the body can be made a good servant 
but a poor master. If it be held subject to the soul, 
the principle of life, and kept within the bounds of 
reason, it can be noble and worthy of our attention and 
our best care. If the nurse cheat herself into believing 
that the principle of life that vivifies the body is not 
spiritual, she will very quickly grow to be a materialist 
in practice; she will advocate eugenics and sterilization 
and birth control, and will turn her efforts almost ex- 
clusively to the survival of the fittest. The nurse, or 
the doctor, who refuses to reckon with a spiritual soul 
in the unsound, as well as in the sound, healthy body, 
will never attain the highest ideal of the profession and 
will fall far short of a generous service for the sick. 
The body, then, must be subject to reason’s laws and 
Christian teaching; when the great St. Paul felt an- 
other law in his members he chastised his body and 
brought it into subjection, and the pagan, Seneca, said 
he was born for something higher than to become the 
slave of his body. Even though the patient cry aloud 
for the things that may be injurious, the nurse will 
keep them far from him; the nurse as well as the at- 
tending physician must use intelligence, and the same 
tact must be used on the human body. Again, a man 
who wants to make the best of a fine spirited horse will 
keep it docile and direct it with discretion, conserving 
all its native spirit and sprightly vigor to be used at 
the proper time. Our bodies, too, must have reasonable 
care and be directed to all that is noble, more especially 
as the physical body is the instrument the soul uses to 
merit the highest happiness here and hereafter. 
Whether we eat or drink or give needed attention to 
the body, whether we work or sleep or recreate or enjoy 
ourselves, it should be always under the motive of a 
higher service and to the glory of God. 
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A Spiritual Soul. 

In the building of character our powers and facul- 
ties must be rough-hewn as they need it, must be 
shaped, fashioned, carved and polished ; but, constituted 
as we are, we hold within us in the same person, the 
ability, the tact, the tools to do the shaping and mould- 
ing, and it all springs from the living soul. The nurse 
with exalted aspirations will think most of the soul. 

You must of necessity study here a few facts of 
psychology. There are many false theories peddled 
broadcast today. Some so-called educators have a dread 
of admitting the existence of anything spiritual or 
supernatural, but I sincerely hope that you young 
women will hold fast to the fundamental truths. God 
has given us a spiritual soul. No matter how noble or 
well-bred or educated or saintly our parents may have 
been, they could not and did not give us our immortal 
souls. The spiritual soul does not emanate from the 
Divine Substance ; it is not generated nor is it traduced 
from the soul of the parents; nor does it, as a spiritual 
substance, proceed from the parental organism, but is 
produced from nothing by the creative act of God. 
When parents, who are procreators with God in the 
propagation of the race, have done their part towards 
the generation of a new life and a human being, the 
hand of God infinitely powerful creates the soul spir- 
itual, intellectual, immortal, and free in its nature. 
With the first conjunction of the germinal elements, 
God infuses the soul while creating it into that fecun- 
dated ovum, the beginning of the human body; and 
though this beginning or foetus is as yet only micro- 
scopic, it begins to live the life of a human being. 
Man’s soul as he is at first, and as he grows up, is the 
source or principle of all his activity—vegetative, 
sensitive and intellectual. There is only one principle, 
for man is a unit, one person. He is “a strange com- 
posite of Heaven and earth,” he is part spirit and part 
animal, yet possesses a wonderful unity. “The proper 
study of mankind is man” and we need not suffer be- 
wilderment if we study his acts and the powers that 
spring from his life-principle, the soul. 

Perceptive Faculties. 

He has faculties of perception, perceptive powers; 
but he has besides, appetitive powers. The physiology 
of the body belongs to another department of your in- 
struction and we take only the activities that must be 
controlled, ordered and regulated to build up character. 
The ancients called man a “microcosmos,” a little world 
in himself; yet, complicated as his acts are, his powers 
are co-ordinated, subordinated and regulated for the 
good of the nobler and higher life. His inferior powers 
are subject to the superior. The perceptive faculties 
that use a bodily organ we call senses. 








Senses. , 
We are endowed with sight, hearing, smell, taste 


and touch. These faculties are common to us and the 
animals of a lower kingdom; we have, moreover, inter- 
nal organic powers, a common or central sense with its 
ganglia in the nerve centers; we have an imagination 
or fancy with its power of reproducing images and sen- 
sations long since experienced, and we have a sensitive 
memory. 
Instinct. 

We find that inferior animals for their self- 
preservation, have a faculty that is not indeed spiritual 
(their principle of life is material), but yet an instinct 
to enable them to discern material objects as fit or unfit 
to satisfy the needs of animal nature. It is implanted 
in them by their Maker, an impulse by which they know 
the times and the seasons and recognize at first sight 
the enemy of their nature, and are impelled to act ac- 
cordingly. We possess a perceptive power of a higher 
order with analogous operations; we call ours, a cogita- 
tive, that of the animals, an estimative faculty. 

Intellect. 

Now the animal’s perception of concrete material 
objects stops with the material, the particular object ; 
but our perception goes farther than a mere registry in 
the senses. When the sense-organ has received the im- 
pression, the imagination takes up that vital impression 
and presents a phantasm or picture of the object to 
the intellect. This intellect or reason or mind, which- 
ever you choose to call this spiritual faculty, is acted 
upon as by a cause and in turn it exerts an action, it 
conceives the idea of the object spiritually. The intel- 
lect has a variety of acts. It can arrange its concepts 
or ideas, can set them in order, can retain them in 
memory, can combine or disjoin these same ideas and 
thus form judgments; it can deal with first principles 
of knowledge, and can by a long process of comparison 
br reasoning, go from cause to effect or vice versa; 
can gain new knowledge, can accumulate new science 
and new principles. Different from the animal faculty 
of sense, it can perceive in the abstract, can turn inward 
on itself, and by reflex acts, perceive as present our own 
existence and our cognitional changes. This process 
we call consciousness but it is’ not identical with the 
moral conscience to be explained in our next lecture. 

Our intelligence is occupied with the essence and 
substance of things as they show forth from the quali- 
ties of material objects which strike the senses; but it 
does not stop with the surface nor with the objects that 
lie within our horizon; it goes off beyond space and 
time and reaches out by comparison and analogy to 
apprehend the immortal, the immense, the eternal, the 
infinite God Himself. It is built that way; it is created 

for truth as the will is created for goodness. 
Appetitive Powers; Passions. 

But besides perceptive we have appetitive faculties 
or appetites, not merely for our food but for some- 
thing more: We are like the animal “pained with 


want, but not like him, satisfied with fullness.” The 
sense-faculties are the seat of the passions. 


Passion 
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in the mouth of a great many, means unbridled appetite 
only; but it means much more. It means a movement 
or activity of the irrational part of the soul attended 
by a notable alteration of the body on the perception 
of appropriate good or evil. Passion signifies suffering 
and as used here it implies an alteration of a living 
organ; there is a working out of itself upon the body, 
there is a certain attraction that sets upon it from 
without; the object violently draws and the subject is 
inclined towards the object, but there is an activity of 
sense, “a diffusive wave of emotion.” Passions are com- 
mon to us with the animal creation, they concern con- 
crete objects, good or beautiful things, while the intel- 
lect deals with abstract beauty, truth, and goodness. 

When the object seems to our sense-nature fitted 
or appropriate or pleasurable, there arises a passion of 
liking or longing, improperly called love; if unfitted or 
painful, we have dislike or hatred, which in extreme 
form becomes a loathing or disgust. Both of these 
passions exist whether the object be present or absent. 
There is a passion of desire or concupiscence of an ob- 
ject, and its opposite aversion or horror even when the 
object is absent. When the object is reached or is 
present, the passion aroused and indulged, there is de- 
light or pleasure; while at the presence of a repugnant 
object or an evil, there is suffering and pain. Besides 
these six passions, called concupiscible, there are five 
others called irascible passions; they are concerned with 
good which is difficult to attain and evil which is hard to 
avoid, There is then enkindled hope or despair, fear or 
courage, also called daring, with anger aroused to repel 
‘. present evil inflicted on us. 

Passions Are In Themselves Indifferent. 
These passions taken in themselves are neither good 


nor bad morally; by the control of the will they can be 
directed to either good or evil. If left to run wild like 
weeds that grow rank even in good ground, they may 
overcome the lethargic inactive will and lead the un- 
trained man to wild excesses, until he is worse than a 
beast, a brute driven by his own passions. The stoics 
taught that the passions should be destroyed, effaced, 
obliterated ; while the sane philosophers, with Aristotle 
and Aquinas, held as all Catholics hold today, that 
they must be moderated and utilized. The fact that 
they exist keeps man awake and active in a continual 
struggle, and thus gives him a chance for abundant 
merit. “Man has an animal body, and with his pas- 
sions he is completely human. He needs them to dis- 
charge his duties with facility, with vigor and energy, 
with strength and efficiency. They are to him what 
electricity and magnetism are to physical nature—great 
forces stored away in his being—to be called forth at 
the bidding of reason, for the purposes intended by the 
Creator. In themselves, therefore, they do not imply 
defect but perfection. Our Saviour was angry and 
rightly so when He drove the buyers and sellers out of 
the Temple. His soul was sorrowful even unto death 
as it reacted on his body into a sweat of blood. The 
inspired word of God counsels us “be angry and sin 
not.” The angels having no bodies have no passions 
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properly such. The saints had passions as well as we, 
in short the heroes of the Cross are cast in the same 
natural mould as the men of the world.” (Meyer) 
If the human soul would have peace, the lower part 
of man must be held subject to reason and reason sub- 
ject to God. 


Free Will. 
As the intellect rises above sense-perception, so 


also we have a spiritual appetite that rises above sense- 
appetites, and controls them. It is the will, our free 
faculty, that power by which we are master of our own 
acts. Like the intellect, it is an inorganic spiritual 
power; but it is an appetitive rational faculty. It 
springs direct or emanates from the nature of the soul, 
it belongs to the higher and nobler part of man, it can 
dominate and regulate the members, the lower faculties, 
and their appetites. It is a power with freedom of 
choice and cannot be driven or compelled to choose its 
object. Samuel Johnson expressed in brief an old argu- 
ment of the Schoolmen when he wrote: “We know that 
we are free”; and in fact, a reward for good conduct 
cr a punishment for evil-doers would have no meaning, 
laws would have no meaning, if we were not free. It is, 
therefore, the faculty that makes us good or bad, that 
holds us tenaciously to our principles, and that executes 
their application in practice. The will is the chief 
power to be reckoned with in the formation of charac- 
ter and we shall come presently to describe its acts in 
detail. e 
Emotions. 
But besides our sense-appetites and our spiritual 


appetites we have activities of another order that seem 
to stand midway between those of sense and spirit, but 
are really higher sensibilities. We call them emotions. 
We should say at once that they also are beneath our 
volitional acts, our will power, and are in consequence 
controllable directly or indirectly by the will. 

If the sense-appetites and spirit-appetites were in 
separate compartments of the soul without any inter- 
communication, they might act independently; but they 
are not, man acts as a unit even though he possesses 
such complexity of parts and powers. A tuning-fork 
vibrating to its full sound may be placed near another 
of the same pitch, and this other will immediately 
vibrate in sympathy and give out the same note. Sim- 
ilarly in man the sense-faculties work strongly when 
struck by their object, and will answer sympathetically 
to the strong workings of the spirit-faculties when 
struck by their own object. The response is called 
emotion. It is described as “the sympathetic vibration 
of the sense-faculties in response to the activities of the 
spirit-faculties.” It is a vital activity like passion, a 
diffusive wave but mild in degree; it is not as vehement 
nor as difficult to manage as passion is, and it gives a 
glow of warmth to what might be purely intellectual, 
cold, and hardly human. Hull very well characterizes 
“spirit-love as calm, passionless, reasoned, a pure voli- 
tion; sense-love (or liking) as agitated, passionate, 
unreasoned, a pure instinct; while spirit-love with 
sympathetic vibration of sense results in emotion, feel- 
ing or affection.” 
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The emotions, as distinguished from passions, do 
not so much spring from the lower regions of animal 
instinct but are induced from above as an accompani- 
ment and a response ; their bodily effect does not amount 
to a disturbance or disorder, but only to a glow of ani- 
mation, a thrill of pleasure, a creep of awe or a stimu- 
lating vibration; they do not always obscure the judg- 
ment but rather give it keenness and intensity; they 
do not always impede the exercise of deliberation and 
free will, but rather facilitate it when they accompany 
it in the choice of the right. The most typical emotions 
are enumerated by the same Ernest R. Hull, 8. J., as 
follows: 

“Delight at the contemplation of the beautiful and 
the good; and pain or disgust at the contemplation of 
the ugly and the bad. 

“Awe at the contemplation of the great, the power- 
ful and the sublime; and contempt, pity or amusement 
at the contemplation of the petty, the feeble and the 
ridiculous. 

“Affection for persons loved, and disaffection or 
repugnance for persons disliked; sympathy with the 
states and feeling of others. 

“Joy and emulation at the presence of good and 
sadness at the presence of evil. 

Enthusiasm, zeal, or a sense of stimulus in pursuit 
of an object; complacency, or a sense of repose, in its 
secure possession. 

“Expectancy and hope for future good; despond- 
ency where it cannot be hoped for; resignation under 
loss or pain. 

“The sense of success or failure, of nobility or 
meanness, of shame or self-satisfaction.” 

There could still be added a great many self-re- 
garding emotions and even moral sentiments: self-pity, 
self-love and pride, sentiments of glowing approval or 
disapproval, of mortification, distress, compunction, re- 
gret, filial regard, reverential fear, etc. 

These powers and activities I have classed as part 
differ, of 
as talent 


of our nature or nature’s equipment; they 
course, in intensity in different individuals 
acumen or penetration of intellect differs, and star 
differs from star in glory. We must reckon with this 
difference and again thank the kind Providence of a 
good God for a variety of natural gifts. In this work 
of training faculties and shaping character, we must 
not expect that we can adjust cog to cog; or compare 
gear with gear; or fit to a nicety the drive-wheel, bal- 
ance-crank and counter-weight; or assign all parts to 
their places in number, weight and measure. We deal 
with spiritual powers and fine sensibilities; but it is 
well to know a little of the working of our faculties 
as experience and observation have revealed them to us 
and approved psychology has examined them. In our 
next lesson we will study the interdependence of these 
faculties, the formation of character, habits and vir- 
tues. We will then analyze more in detail the acts of 
the human will. 


(The next lecture will treat of Formation of Character Habits 
and Virtues.) 








Sister Innocent, Head of Mercy Hospital, is Dead 


Religious Life of Nearly Fifty Years in Service of Mankind Is Ended. 


Sister Mary InNocEeNT, Superintendent of Mercy 
Hospital, Pittsburgh, died from heart trouble Monday, 
January 15, after an illness of but a few days. 

These words announce the close of the earthly 
career of a Sister of Mercy, whose religious life of near- 
ly 50 years was spent in the service of the poor, the 
sick and the wretched. Hers was a life of unremitting 
toil and countless sacrifices—a life in which duty was 
sacred and obligations holy. As a perfect religious 
with high ideals and a lofty conception of her religious 
profession, her parting message to her bereaved com- 
munity might well be expressed in the words of St. 
Paul: “I have fought a good fight; I have finished my 
course. I have kept the faith—As to the rest there is 
laid up for me a crown of justice which the Lord, the 
just Judge, shall render to me.” 

Sister Innocent was Miss Margaret Hughes, daugh- 
ter of John J. Hughes of Bedford, Pa. Her early 
education was received in the public schools of her na- 
tive town. In 1875, at the age of 17 years, she entered 
the novitiate of the Sisters of Mercy, then located on 
Webster avenue. Having received the habit of the 
Sisters of Mercy in April, 1876, she made her religious 
profession two years later, in 1878. Then began that 
active, zealous service for her Lord and Master that 
ceased only when the angel of death summoned her 
to her reward. 

The scenes of her earliest religious activities were 
in the parochial schools of Manchester, McKeesport and 
Braddock. However, the greater part of Sister Inno- 
cent’s life was devoted to the interests of Mercy Hos- 
pital. Its expansion and growth within the past 15 
years have been due largely to her untiring efforts. No 
pen is needed to record her life work of that 38 years, 
for it is written by brick and stone in the walls of the in- 
stitution and with far more tenderness in the hearts 
of the suffering and afflicted. 

Firm and strong with a strength that made those 
around her strong and resolute, she yet possessed those 
womanly qualities of tender pity and sympathetic un- 
derstanding, that made her a wise counseller and a true 
friend. Her rare executive ability and keen business 
acumen fitted her admirably for the office of superin- 
tendent, which she filled for the past fifteen years. 

Her greatness, however, lay not so much in what 
she did as in what she was. With all her rare natural 
endowments and intuitive insight into affairs, she was 
pre-eminently a Sister of Mercy and a woman of strong 
faith. Faith combined with persevering prayer were 
the weapons with which she daily met and solved the 
intricate problems of her responsible office. A reli- 


gious with a deep, true conception of her duty, she 
made religion and virtue beautiful to others and by her 
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noble life animated those about her to higher aspira- 
tions and resolutions. 

Like the good steward in the Gospel, when the 
summons came, all was ready. Truly she had fought 
the good fight—she had finished her work. For forti- 
fied with every grace of Holy Mother Church her soul 
went forth to meet the Bridegroom and to hear from 
his sacred lips the “Benefiat,’” while upon those who 
love her falls the sacred obligation of prayer and peti- 
tion that she may be led to an early participation in 
those joys which “the eye hath not seen; the ear hath 
not heard—neither hath it entered into the heart of man 
to conceive,” and to the reception of “that crown of 
justice which the Lord, the Just Judge, shall render 
to her.” 

She entered Mercy Hospital in 1885. In 1892 
she aided in the reorganization of the medical and 
surgical staff. She planned and superintended the 
erection of additional buildings and departments. In 
1908 she was appointed superior of the hospital com- 
munity and superintendent of the hospital. 

She was active in the establishment of a training 
school for nurses and the organization of a clinical staff 
for the instruction of University of Pittsburgh stu- 
dents. Through her interest “these clinical facilities 
have been available to the university since 1901. What 
she considered the crowning work of her life was the 
planning of the nine-story addition to the hospital re- 
cently completed. 

High Mass of Requiem was celebrated at the chapel 
of Mercy Hospital at 9 o’clock Wednesday morning, 
and interment was made in St. Xavier’s Cemetery, 
Beatty, Pa. Three sisters, Mrs. Mary Gunning, Mrs. 
Katherine Miller, and Mrs. Rose McCole, and three 
brothers, William Hughes, John Hughes, and Patrick 
Hughes, survive. 





Issue Annual Report. The Sisters of Charity in 
charge of Mary’s Help Hospital, San Francisco, have 
issued an annual report of the hospital and have sent 
copies to all benefactors and patrons of the institution 
and to other persons interested in hospital and medical 
service. The report is a simple four page leaflet and 
contains a complete list of the staff and of the persons 
in charge of special departments. A simple statistical 
report including the work of each of the departments 
and of the hospital as a whole is added. Accompanying 
the report is a card expressing the appreciation and 
thanks of the Sisters to all those with whom they have 
come in contact during the year. 

Mary’s Help Hospital in 1922 served a total of 4,087 
patients of which 297 were entirely free and 191 received 
reduced rates. Of the total number 2,367 were surgical 
cases. The laboratory made 5,945 examinations and the 
X-Ray department took 2,270 pictures. The outpatient 
department treated during the year 12,007 patients. Mem- 
bers of the out-patients staff visited 703 homes and the 
hospital pharmacy filled for out-patients 2,946 prescrip- 
tions. 
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Bacteriology and Applied Immunology—V 


R. A. Kilduffe, M. D., Pittsburgh, Pa. 





(Continued) 


Anaphylaxis: No discussion of immunology, espe- 
cially as concerned with its practical applications in the 
treatment of disease, would be complete without some 
reference to what are known as anaphylactic reactions. 

Under this heading come certain phenomena, some- 
times local, sometimes general, rarely fatal in their 
manifestations, which are collectively grouped as “serum 
sickness,” and comprise what are scientifically known as 
manifestations of anaphylaxis. 

Anaphylaxis, from Greek words meaning “without 
protection,” is defined as a state of hypersusceptibility 
or extreme sensitivity following the injection of a for- 
eign protein or its cleavage products. 

No understanding of immunologic principles and 
their applications can be had, without an understanding 
of at least the basic principles of anaphylaxis because 
the two processes are intimately associated. ‘While, at 
first, they were thought to be opposed and that, in ana- 
phylaxis, as has been said, “the rules of immunity were 
standing on their heads,” we now know that anaphylaxis 
is a stage which occurs in the development of immunity. 

The mechanism of the production of the anaphylac- 
tie state may be thus briefly summarized: 

A foreign protein, not in itself toxic, gains entrance 
to the circulation for the first time. As a result, the 
production of antiboaies occurs, certain of which seem 
to be intimately associated with the cells by which they 
were produced. These antibodies seem to be in the na- 
ture of a ferment. Now, if after the expiration of a 
length of time sufficient for their accumulation in the 
circulation, a second dose of the same protein is given, 
these ferment-like antibodies act upon the protein split- 
ting it into substances, some of which are toxic and 
which act upon the body cells causing injury, the ex- 
pression of which is the anaphylactic reaction. 

When antibodies are absent or few in number we 
have, therefore, a state of sensitiveness; when they are 
numerous and attached to the body cells the individual 
is in a hypersensitive or anaphylactic state; when they 
are in excess and free in the blood stream we have the 
state of immunity. The intimate relationship between 
the two processes is, therefore, evident. 

So far as is kuown only proteins can produce ana- 
phylazis. 

Phenomena of anaphylaxis: In the animal, ana- 
phylactic reactions are evidenced by muscular twitch- 
ings, a rapid fall of blood pressure, convulsions, paraly- 
sis, and striking interference with the respiratory func- 
tions, due to a spasmodic contraction of the involuntary 
muscle of the bronchioles, as a result of which there is 
an asphyxia due to inability to draw air into the lungs; 
this train of symptoms being rapidly followed by 
death. 
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In man anaphylaxis may be evidenced in several 
ways: 

(a) Urticaria following the ingestion of certain 
foods such as eggs, sea foods, milk, certain berries, etc. 

(b) “Hay fever” due to the protein in various 
pollens. 

(c) “Serum sickness” due to the protein in im- 
mune serums used in the treatment of disease. 

Because of the wide-spread use of certain serums 
(antidiphtheritic, antimeningococcic, antitetanic, etc.) 
the condition is of far-reaching importance. 

“Serum sickness” is characterized by fever, skin 
eruptions, generally of an urticarial character, swelling 
of the lymph glands, edema, leukopenia, and joint symp- 
toms which may be quite severe. Rarely dyspnoea, col- 
lapse and death may occur. 

Mechanism of anaphylaris: Three stages may be 
distinguished: 1. 
toxication. 


Sensitization ; 2. Incubation; 3. In- 


1. Sensitization: So far as is known, only sub- 
stances belonging to the protein group can act as ana- 
phylactogens or producers of anaphylaxis. Sensitiza- 
tion is the term used to indicate the introduction of a 
foreign protein which, in the animal, may be done by 
hypodermic injections, by feeding, or by instillation 
into the conjunctival sac. In the animal the state of 
sensitization may be inherited and is absolutely specific 
for the protein injected. 

2. Incubation: This is the stage following the 
sensitization of the animal by the introduction of the 
anaphylactogen during which the antibodies are being 
formed, or the period elapsing before the reintroduction 
of the same protein will cause anaphylactic symptoms 
This condition develops gradually, reaches a maximum, 
and may then either diminish or remain stationary. 

The duration of the period of incubation is some- 
what uncertain, in man being from seven to ten days. 

In man the antibodies may persist for as long as 
five years after the initial sensitization. 

3. Intoxication: This is the term used to denote 
the train of symptoms following the injection of the 
same protein into an individual sensitized to it by a 
previous injection. 

The prevention of anaphylaxis: This is also called 
desensitization. Because of the possibility, though rela- 
tively infrequent, of violent and even fatal reactions in 
man, the injection of immune serums should always be 
safeguarded by the following precautions : 

1. No serum should be injected without strict in- 
dications, and the use of serums “just for luck” should 
be strictly discouraged. 
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2. The serum should not be fresh and, if possible, 
should be purified by the removal of all albumins ex- 
cept the globulins in which most of the antibodies are 
contained. 

3. Any history of previous serum injections, or of 
asthma, “hay fever,” or food idiosyncrasies, (evidencing 
hypersensitiveness to proteins), should be obtained. 

4. Intravenous injections should be avoided unless 
absolutely necessary and, if given, should be given 
slowly. 

5. Atropin and adrenalin should be at hand for 
emergency hypodermic injection as these two drugs are 
very effective in controlling the symptoms of anaphylac- 
tic reactions. 

6. In doubtful cases tests for sensitization should 
be made and, if necessary, the patient should be desensi- 
tized. 

7. It should not be forgotten that a preliminary 
injection of atropin will greatly ameliorate and even 
prevent anaphylactic reactions. 

Tests for sensitization: This condition may be 
tested for after the manner of a Von Pirquet reaction 
by rubbing a little of the serum to be injected into a 
slight skin abrasion, when local edema and papule for- 
mation will occur within a short space of time if the 
patient is hypersensitive, or a hypodermic injection of a 
very small amount (0.01 to 0.1 ¢.c.) may be given i- 
tracutaneously when the same phenomena will occur. 

If a condition of sensitization is shown to exist the 
patient should be desensitized in-the endeavor to pro- 
duce a condition of antianaphylaxis. 

Desensitization: This is accomplished by the sub- 
cutaneous, intravenous, or intraspinal injection—accord- 
ing to the method by which the serum is to be given— 
of a small amount of the diluted serum (0.1 c.c. of a 
1:20 dilution in 0.85% salt solution), followed by the 
slow and cautious injection of the full dose after an in- 
terval of from two to three hours. 

Treatment of anaphylaris: In the main this is 
symptomatic : 

(a) Atropin and adrenalin hypodermically for 
the respiratory symptoms. 

(b) Wet packs for the fever—avoid coal-tar drugs 
and antipyretics. 

(c) Local treatment for the urticaria and joint 
symptoms for which, also, salicylates may be given. 

The subject of anaphylaxis is of great importance 
in its relation to the therapeutic and prophylactic use of 
immune serums, first, because of the possibility, though 
relatively infrequent, of the occurrence of severe and 
even fatal reactions; and because, also, a misunder- 
standing of the phenomenon is a frequent basis of ob- 
jections to the use of serum. 


It should be realized, in view of what has been said, 
that by the use of immune serums, refined and concen- 
trated through the separation of the globulins which 


contain practically all of the antibodies, the occurrence 
of anaphylactic reactions has been greatly lessened both 
Moreover, fortun- 
ately a very small proportion of human beings are 


as to their incidence and severity. 


hypersensitive to horse serum, unless made so by the 
careless or improper use of serums, especially as con- 
cerns the interval between doses. Susceptible individ- 
uals are readily detected by simple tests before the ad- 
ministration of serum and anaphylactic reactions are 
readily controlled by atropine sulphate and adrenalin 
both of which should be at hand in case of need. 

For these reasons the use of serum should never be 
neglected because of the fear of severe reactions. In- 
deed when their occurrence seems particularly likely, 
the means for their control are at hand. 

Immunological reactions in the diagnosis of dis- 
ease: Out of the study of immune reactions and the 
various antibodies formed thereby have arisen numerous 
practical applications in the diagnosis, treatment, and 
prevention of disease. 

We have seen, in the discussion of serums and vac- 
cines, how certain vaccines are of great value in the pre- 
vention of disease, and certain serums a sure weapon of 
defense against others. Although only the more famil- 
iar have been touched upon the list of diseases in which 
such means have been made use of is large, and the 
search for other equally potent weapons goes on. 

It now remains to consider, briefly, the practical 
application of immunologic principles and reactions in 
the diagnosis of disease. 

This is especially necessary because of the increas- 
ing frequency with which these tests are utilized, be- 
cause an understanding of their modus operandi is essen- 
tial to their intelligent use, and because of objections 
based upon ignorance and prejudice which may be made 
against them. 

It is obvious, from what has been said of the 
mechanism of antibodies and their formation, that if the 
antigen is known the antibody may be found, and if the 
antibody is known the antigen can be demonstrated. 

Diagnostic immunological reactions, then, are de- 
vised to demonstrate either the presence of the antigen 
or the corresponding antibody, either of which being 
present argues for the existence of the other. 

(To be continued) 





Staff Meeting. The first monthly meeting of Mercy 
Hospital (Charlotte, N. C.) medical staff for the year 1923 
was held at the hospital, Thursday evening, January 4th, 
at eight o’clock. All members were in attendance. The 
election of officers took place by which Dr. Myers Hunter, 
one of Charlotte’s most successful practitioners was re- 
elected president, while Dr. Baxter Moore and Dr. Heath 
J. Nesbit will act as vice-president and secretary respec- 
tively. Many interesting subjects were discussed. As the 
meeting was brought to a close the doctors were invited 
to a most beautifully planned supper which was served 
in the classroom. Places were set for eighteen. The 
pretty Christmas colors were artistically used in arrang- 
ing the table and adorning its center was a huge basket 
of American Beauty roses. The dainty menu and place 
cards were the handwork of one of the hospital Sisters. 
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A NEW DEPARTURE. 

Some two months ago the staff of St. Francis 
Hospital, LaCrosse, Wisconsin, decided that on the date 
of their first staff meeting in January, they would put 
on a “clinic day.” 

The secretary wrote a letter to each of the staff 
members, asking them to cooperate and to invite any 
of their friends who were accustomed to come to the 
hospital, to visit the institution on that day. The staff 
believed a good start would be made if five or six out- 
of-town physicians would attend the clinic. To their 
great surprise, some twenty visiting doctors attended, 
and at the staff meeting in the evening—which was 
devoted to a discussion of deaths occurring in the 
hospital during the last quarter of 1922—there were 
over thirty doctors present, and the visitors seemed 
pleased and interested. 

No special endeavor was made to put on a large 
operating clinic; in fact, the aim was to have only a 
few operations, selecting those most helpful to the visi- 
tors in eliciting discussion on diagnostic problems. 
Then various members of the staff had interesting cases 
to present for diagnosis and discussion. The labora- 
tories of the hospital were open for inspection and those 
in charge ready to explain any technical procedure and 
to answer any questions. Radiographs of cases were 
shown, demonstrating the value of the x-ray as an aid 
in certain diseases. The metabolism room was used for 
demonstration and the Metzler-Lyons procedure for di- 
agnosis and treatment of certain bile duct conditions 








demonstrated. In fact, an effort was made to show 
the visitors the daily routine of the hospital work. They 
were apparently much enthused and voted that “clinic 
day” should be repeated. 

The aim of the staff in conducting this “clinic day” 
was to establish better fellowship, both social and scien- 
tific, with the doctors in the surrounding territory. 
It is believed that there will not be as many teachers 
as learners, if these meetings are continued and prove 
successful, for as Sir James Mackenzie said: “It is the 
general practitioner who sees the beginnings of disease 
and the initiation of symptoms, who is in position to 
properly evaluate them. The Sisters of St. Francis 
proved splendid hosts, and at the noon hour furnished 
luncheon to the visitors as well as the staff. 

One of the features that appealed to the visitors 
was the fact that the hospital has an expert dietitian 
who is a very great aid in the treatment of special 
cases, because of her ability to prescribe “special diets.” 

We feel justified in bringing this more or less local 
feature of “clinic day” before the Catholic Hospital 
Association, since we feel that it is a “stunt” which can 
prove of very great value, not only to the hospital and 
the staff members but in an equal degree to the doctors 
of the surrounding community. Probably many other 
hospitals have been doing the same. If so, let us hear 
from you through Hospital Progress —E. E. 


PROGRESSIVE. 
“That all members of the Advisory Board read 


HosPITAL ProGRess.” 

This motion was unanimously adopted at a recent 
meeting of the organization of Mary Immaculate Hos- 
pital, Jamaica, L. I., New York. Accompanying the 
communication, which informed us of the above action, 
was payment for twenty-two subscriptions for HosPiraL 
Progress, all of the subscribers, excepting two, being 
laymen, members of the advisory board of the hospital. 

Continuing, the letter read: “We have at present 
only a ninety-bed hospital, and are now working towards 
the completion of our plans, so as to be able to begin 
our new additional building in spring. Realizing 
how much good a body of men, such as we have selected, 
can do, and of what value they are to the institution, 
by advising and imparting their sound knowledge 
gained in business experience, we deemed it the oppor- 
tune time to organize the Advisory Board before the 
building operations begin.” 

Our first thought on this communication was con- 
gratulations—congratulations, not only to the Sisters 
of Mary Immaculate Hospital, but also to those laymen 
who, in a genuinely altruistic spirit, are contributing 
their time and the benefits of their knowledge to aid 
these most noble lives consecrated to God in the service 
of His suffering creatures. Such help, as well as that 
of those who otherwise assist in the up-building and 
maintenance of institutions for the care of the unfortu- 
nate sick, is a great service to humanity; and, to quote 
Sir William Osler: “Service to humanity is service to 
God.” 
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That, because of the lack of competent advice and 
supervision, some hospitals have been poorly constructed 
and at a cost beyond the value received, may not be 
denied. Efficiency—economy in time, energy and 
money, and the probable factor of future expansion, 
have not generally enough been provided for. Obviously, 
as regards the success and happiness of a community, 
health is fundamental; therefore, it is perfectly con- 
sistent and indeed far-seeing for the experienced and 
well-to-do citizens to have an active interest in the 
hospital. 

As has so often and truthfully been said, in sickness 
the poor and rich are well cared for; but it is the 
middle class, that most important factor in the life of 
every community, for which due provision is lacking. 
These cannot afford to be sick. For them a big expense 
for hospital and professional services means a later long 
struggle to make up for the ground lost. This is a 
well recognized important problem—it is the com- 
munity’s problem; and the solution of it lies, partly at 
least, in the ability of the hospital adequately to care 
for the patient at a moderate charge. But this means 
help: advice and supervision in construction; aid as 
regards the business of maintenance; endowments, if 
only a bed, a room, or a ward at a time. Thus sup- 
ported, it would seem that the Sisters, because of their 
peculiar economic conditions, are particularly adapted 
for rendering this great service. 

The Mary Immaculate idea is constructive and 
should be a stimulus to others. We sincerely wish the 
Sisters, their Advisory Board and their other helpers, 
every success. 

B. F. McG. 
“WIRELESS WAVES.” 

It is extremely trite to remark that nature abhors 
a vacuum. It is no surprise, therefore, to learn that the 
air is actually full of messages. A great crowd of ama- 
teur “radio fans” have gone through the stage of wonder 
into that of critical discernment, and have begun to 
clamor for a clearing of the waves—some plan to allow 
proper differentiation—an effort to bring to the radio its 
rightful accomplishments. 

However, this comment has not to deal with this 
most interesting technical development, but rather with 
its analogue in the psychological field. Few cities lack 
a “psychology study class.” Indeed, it might be stated 
that this intelligent effort to become acquainted with the 
mental side of mankind is the immediate quest of the in- 
quiring. For the time being the “Browning move- 
ment,” “the social uplift,” and a host of others, are set 
aside, let us say not for total discard but for a later sur- 
vey when occasion and their pendulum again casually 
swing into the same orbit. 

A view of one of these psychological audiences 
is indeed stimulating: here you see “your neigh- 
bors and friends; chiefly people who have a sincere pur- 
pose in life; showing by their faces and their attention 
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their keenness for the guidance and suggestions in- 
tended to make them better men and women. 

When a good psychologist gets through with his 
definitions and has lifted the crust from the underlying 
subconscious entity, he returns to extremely practical 
matters dealing with a great variety of factors, recog- 
nized at once by the doctor as the ordinary series of 
problems presented to him daily by his patients. In 
other words, everyone of an inquiring turn of mind 1s 
not only keenly interested in the domain of what is 
theirs subconsciously, but also that of which they are 
unfortunately all too conscious. 

It has been said so many times that as an organized 
medical profession (and in our hopital associations) we 
have failed to keep in touch with uplift movements, 
that most of us believe this accusation to be correct. 
Nevertheless, it is reasonable to surmise that even our 
severest critics would not enjoy the spectacle of witness- 
ing our united profession tumultuously welcoming Coué 
or exuberantly espousing his doctrines. Curiously and 
interestingly, the Christian Scientists foresee immediate 
difficulties, because he clothes their spiritual fantasies in 
a very materialistic garb. 

Through, it all it is a great comfort to hold to an 
abiding faith that has never made any compromises with 
pseudo science but has always fostered and encouraged 
true science—the product of truth itself. 

E. L. T. 
“SICK ROOM MONOTONY.” 

The following newspaper item of news was taken 

from the Milwaukee Journal of Tuesday, January 23. 


“Radio for Sick Room.” 

“Hook a wire on your bed spring and get well by 
radio! The medical staff of the Cincinnati Jewish hospital 
claims it works. They’ve tried it on Mrs. Charles Israel, 
and now they’re considering installation of radio sets in 
all rooms. 

“Mrs. Israel was depressed. It was impossible to 
keep a companion with her day and night, so her physician 
recommended radio. Wires were attached to her bed 
springs and a headset was hung on the bedpost. 

“When time hangs heavy, Mrs. Israel puts the head 
set over her ears and listens in on the world outside. Hos- 
pital attendants claim radio has solved the problem of 
sickroom monotony.” 


Is this a fad or fancy or fact, or does it express a 
reality of scientific value? Is there some correct psy- 
chology of the sickroom growing out of this latest 
adaptation to human needs of a law of physics? Is 
there “a sickroom monotony” which can be removed or 
lessened by a radio mechanical device? Is it true that 
the “outside world” can be brought into the sickroom by 
a simple set of wires under the control and even accur- 
ate prescription of the doctor, the nurse and the hospital 
authorities? Can music and song, oratory and elocu- 
tion, informative lectures and interesting news items be 
hitched on to the hospital and made to serve the pur- 
poses of a sane and healthy psycho-therapy? There are 
many happenings of the sort mentioned above which 
seem to point to the fact that wholesome distraction, 
with its consequent relief and therapeutic joy, can be 
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tapped at the proper time of day or night for the relief 
of the patient just as a cup of cold water can be drawn 
from the faucet to cool and soothe the parched lips and 
throat of the fevered patient. 

Here is a case for the use of good sound hospital 
horse sense. If the facts are as narrated, a keen, subtle 
sense of sane psychology on the part of doctors, nurses 
and hospital authorities may have at hand a new and 
saving adjunct to the thoughtful and solicitous care of 
the sick. 

How marvelous are the wonders of God’s creation ! 
Shall hospital people be slow and sluggish in adapting 
the laws of creation to the needs of the sick? Surely 
not, but beware of fads. —C. B. M. 


STANDARDIZATION OF HOSPITAL FURNITURE. 

Five hundred million dollars are spent each year in 
supplies and equipment for hospitals in the United States 
and Canada. The United States Department of Com- 
merce has recently asked the very pertinent question: 
How much of this vast sum is an invisible tax on the 
hospitals? In other words, what percentage of this total 
represents unnecessary variety in the sizes and dimensions 
of the articles used by hospitals? 

Secretary Hoover of the Department of Commerce, 
in a recent address said: “It is certain that there are a 
great many articles of every day use, in which the manu- 
facturer would indeed be glad to undertake some coopera- 
tion in standardization, from which a saving in national 
effort would be interpreted not in millions but in billions 
of dollars. This does not mean that we stamp the in- 
dividuality out of manufacture, invention, or decoration 
—it does mean basic sizes for common and every day 
things.” 

Standardization begins with simplification and with 
the elimination of unnecessary variations in size and 
dimensions of manufactured articles. It is clearly evident 
to anyone that a manufacturer who makes, for example, 
twenty models of a given machine or a given piece of 
furniture, necessarily must make many varieties which are 
called for very seldom. The fact that he has sizes which 
are rarely bought increases the cost of all the commonly 
used sizes and is thereby an expense to the users. 

If some means can be adopted for eliminating varia- 
tions and reducing or standardizing the number of types 
and models which meet the greatest number of needs, 
there will be economy in first cost, in selling, in repair 
and replacement, ete. Simplified practice also increases 
the turnover of dealers and retailers. It insures stability 
of employment in the industries, it makes for prompt- 
ness in delivery, it increases the quality of the products, 
and it is generally economical to the producer, the dis- 
tributor and the user. 

Hospitals will be interested in a recent standardiza- 
tion which the Department of Commerce has recom- 
mended to manufacturers of metal and wood bedsteads. 
A national survey has disclosed the fact that standard 
414-foot beds actually vary in size from 4 feet 6 inches 
to 4 feet 514 inches, and from 72 inches long to 76 inches 
long. Practically no two manufacturers have a definite 
understanding of what is implied in the original term 
of a 4% foot bed. The Department has, therefore, re- 
commended a standard uniform size for wood beds, with 
straight foot and with bow foot, and for metal beds with 
straight foot and bow foot, and for springs and mattresses. 
The recommendations have been accepted by eight large 
associations of manufacturers and dealers in furniture 
representing practically the entire trade. Hospital au- 
thorities will, as soon as the standardization is effective 
throughout the United States, find that their problem of 
purchasing beds has been greatly simplified and improved. 











REV. M. P. BOURKE, 
President-Elect of the Michigan State Hospital Association, 
Ann Arbor, Mich. 


REV. M. P. BOURKE AGAIN HONORED. 

Father Bourke, a well-known member of the Catholic 
Hospital Association and the author of the “Surgical 
Code”, has been elected President of the Michigan Hospi- 
tal Association. Father Bourke’s election to this office 
is “viewed in the nature of a tribute to the work he has 
done in the development of hospital service in the State”. 
Another tribute to Father Bourke, for his fundamental 
contributions to hospital service, is the degree Doctor 
of Laws, conferred upon him in June, 1922, by the Uni- 
versity of Detroit, conducted by the Jesuit Fathers. The 
following are some of the positions which he holds: 

Diocesan Supervisor of Hospitals, Detroit diocese; 
resident chaplain, St. Joseph’s Sanitarium, Ann Arbor, 
Michigan; chaplain to the Catholic students of the Uni- 
vresity of Michigan; vice-president of the board of di- 
rectors of the Hosprrat Procress Pusiisnina Company. 

Because of his marked native ability, and excellent 
training, which included that of the legal profession; his 
frank manner and fearlessness in facing situations where 
the right is at stake; his constant activity in service, his 
force in debate and oratorical ability, Father Bourke is a 
powerful factor for good both as concerns the State of 
Michigan and the Church. 


IDLE THOUGHTS. 
Robert A. Kilduffe, M. D. 


To most residents histories are a bug-bear. Possibly 
because it is not always realized that histories are merely 
a de luxe edition of the stories to be later elicited in the 
office. 

. s 

So few patients are intelligent enough to walk in and 
describe classical or pathognomonic complaints. The man 
with myocardial or valvular trouble is just as likely as not 
to come in because of “gas after eating.” To the average 
patient the disease begins on the day it caused discomfort. 
The real story may have to be drawn or even blasted out, 
as it were. It isn’t the number of questions as much as 
the kind that counts. 


Willie’s attack of the measles, Aunt Lizzie’s attack of 
house-maid’s knee, or even the cause of grandma’s death 
are really of little interest or importance in a case of sus- 
pected carcin8ma of the cervix, for example. It may take 
an hour to get it by many devious ways but oftentimes a 
good history can be written in a couple of paragraphs if 
the wheat is first winnowed from the chaff. 
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Hospital and Nurses’ Library 


Rey. Eugene Gehl, St. Francis, Wis. 


Pope Leo X, in one of the meetings of the fifth 
Lateran Council, declared that the “art of printing has 
been happily and usefully invented for the glory of God, 
for the increase of the faith, and for the diffusion of the 
sciences.” 

Pope Gregory XVI, after three hundred years of un- 
licensed literature, describes the result: “We are filled 
with horror in seeing what monstrous doctrines, or rather 
what prodigies of error we are inundated with through 
that deluge of books, of pamphlets and of works of all 
kinds the lamentable inroad of which has spread a curse 
upon the face of the earth.” 

The testimony of these two illustrious popes serves 
to introduce my subject, and to present both sides of read- 
ing matter, the good and the evil. Since good reading, 
well-chosen books effect so much good, and frivolous, im- 
moral and faithless books, wreck so many lives and souls, 
the question of libraries for patients and nurses becomes 
burning, and our obligation toward providing such, can- 
not be set aside by pleading ignorance. 

Every hospital should have a library of well selected 
books at the convenient disposal of the patients. To pro- 
eure a large number, a book shower may be held under 
the auspices of a guild, or aid society, but as such a 
shower may bring all kinds of books, a competent judge 
should be called in to examine the collection, before they 
are placed upon the shelves. The library should be com- 
posed of reading matter of all kinds, religious, educa- 
tional, and entertaining fiction; books of humorous 
stories, mystery, poetry, travel and biography should be 
kept to suit the tastes of all. 

Three lists have come to my attention: “Two Hun- 
dred Books for Everyday Use in Hospitals;” compiled by 
Miss Rose O’Connor, Hospital Librarian, Sioux City, 
Towa; “Five Hundred Books for Hospital Patients,” pub- 
lished by the St. Louis Library, and “A Thousand Books 
for the Hospital Library,” published by the American Li- 
brary Association of New York. The first named list 
was carefully gone over by a competent judge, and only 
one book found objectionable. This list does not include the 
books of our best Catholic fiction writers, and other books 
of interest to Catholic patients but these are easily ob- 
tained from our Catholic publishers. Two very good lists 
are available from which Catholic books can be chosen, 
“My Bookcase,” by Rev. J. ©. Reville, S. J., America 
Press; and “Books by Catholic Authors in the Oarnegie 
Library of Pittsburgh,” published by the Carnegie Li- 
brary. 

Miss O’Connor, in her introduction says: “I have 
found the book that may be to the taste of one in good 
health is very often the one which is least desired by the 
invalid, for when the body is laid low by illness, the mind 
is not in a state to be tried with the heavier food it can 
digest under normal conditions.” This is very true, but 
from the religious standpoint, sickness gives man time to 
think and not a few take kindly to books of a deeply re- 
ligious nature. 
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The hospital library is not of such great need for 
private room patients, for usually the relatives and 
friends attend to such wants, but it is of immense value 
to the ward patients and convalescents. In the begin- 
ning the books or pamphlets should be of a size easily 
handled, for a patient required to lie prone for days, is 
unable to read a book which proves a burden to hold. 


Some hospitals are already rendering their patients 
library service, and, I am of the opinion that it can be 
done in all, each adopting the method that best suits 
their particular circumstances. Someone should be 
placed in charge, and this one should acquire an intui- 
tion as to the selection of books for distribution, so that 
the patient gets the right kind of book. I have a plan to 
suggest; let the librarian for the week, take a serving cart, 
filled with books, magazines and papers, and dispose of 
them where ‘reading matter is desired. This information 
the nurse on a case or in charge of a ward may leave e. g. 
in the chart room or at a designated place. Naturally 
this entails extra labor, but think of the mission thereby 
performed, and of what a soul-saving business it may be- 
come. Much good could be effected by having a selection 
of good reading matter for foreigners. This class has 
but few visitors and much time for reading; not a few 
have grown careless in their duties and a good book given 
to them at that time may be the means of their salvation. 
Study the particular classes in the neighborhood and with 
the help of their clergy procure books and reading matter 
for them. 


Certain hospitals, I am told, permit a city librarian 
to enter their institutions and distribute books of all 
kinds to the patients. This may be the best they can do 
under present conditions, but I should caution against it, 
unless the hospital authorities have absolute control over 
the distribution. The good you are trying to do for the 
soul of that patient is easily offset by the irreligious 
books peddled from room to room. I know of a Catholic 
hospital where a Christian Scientist or propagandist dis- 
tributed anti-Catholic literature every Sunday afternoon 
to all patients and was not molested. 

A chaplain, in one of our hospitals, kindly gave me 
this information regarding the distribution of literature 
in that particular hospital: “We have a pamphlet rack,” he 
writes, “on each of the three floors, to which a small cash 
box is attached, to cover the cost of the literature. I try 
to get the nurses, belonging to the Sodality interested in 
distributing this reading matter, but have been only 
partly successful. The vast majority do not take to it. 
Some of the Sisters, however, have interested themselves 
in supplying the patients with this literature. It’s 
troublesome, but also a great satisfaction to have such 
literature on hand. We have further, a number of Eng- 
lish and German books on the first floor which patients 
may use. I pass these or a copy of the Sunday Visitor 
to such patients as I think may profit by them.” 


Supervision should be kept over the magazines 
brought into the hospital, and when any indecent maga- 
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zines are taken from a particular room they should be 
destroyed and not given children to read or look at. Some 
folks have little sense of modesty, but the custodians of 
body and soul should see to it that such evil contagion is 
not passed on, especially not to the young. Among the 
purely story magazines, The Blue Book, Popular Stories, 
and the Saturday Evening Post are considered to be worth 
while along the lines of modern fiction. There are other 
monthly magazines that are harmless, but such that bring 
only pictures or matter pertaining to the movies should 
be tabooed. Vigilance in this matter is just as important 
as guarding against infection, for this poison is deadly 
and is sure to kill the soul and ruin many in its wake. 
A special library for the nurses should be kept in the 
home, and be well supplied with interesting books, which 
pertain to their profession. Reference books of all kinds, 
to which they can go for information, and thus settle 
many a difficulty or question of dispute. Catholic maga- 
zines, yes, even the Catholic daily should be found on the 
reading table and right up to the minute, for nothing 
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discourages reading more quickly than to go into a li- 
brary and find old copies on file. 

The superintendent will find it beneficial to give a 
little talk from time to time on the value of good, in- 
telligent reading, and thereby render great assistance to 
the student nurses. Not seldom is the cry raised that 
our graduate nurses do not read the nursing journals, do 
not keep up with modern, conservative thought and pro- 
gress. Nurses, as the expression has it, will soon “go to 
seed” if after graduation they fail to read and keep up 
with the progress in their profession. Nursing becomes 
menial labor, unless those trained therefor, keep on study- 
ing, keep on developing, and remain in the front ranks of 
the march toward progress. 

Let our Catholic hospitals bring light and sunshine 
into the troubled lives of their patients, and knowledge 
that leads through science to God to their nurses. Such 
is the influence of good reading brought about by a pa- 
tients’ and nurses’ library. 


Duties of the Floor Supervisor 


Sister M. Theodore, R. N., St. Francis Hospital, La Crosse, Wis. 


The theme of my paper has been so much discussed 
and is in all probability so well understood in its various 
aspects by this audience, that it is exceedingly difficult to 
know what to say. 

I will endeavor to give you a brief summary of the 
qualifications and responsibilities of the floor supervisor, 
as I vision them, be she a Sister or a lay nurse. In our 
Catholic hospitals a Sister supervisor it to be preferred. 
These sisters must have the personal and professional 
qualifications of the ideal nurse and should be given 
every opportunity to supplement constantly their knowl- 
edge by observation, study, and by visits to other hospitals. 

The duties and responsibilities of the floor supervisor 
are great. The selection of the applicant must therefore 
be done with the greatest care and circumspection. As 
the head nurse should be the soul, the life, the master-key 
of every situation, she must be intelligent, possess good 
judgment, poise, and temperamental fitness which will en- 
able her to meet tactfully and intelligently the multiplic- 
ity of problems which present themselves. 

Her success may be measured by her ability to ana- 
lyze situations, make decisions and act accordingly; co- 
ordinate work to get the best results. There should be 
no service too trivial to be supervised, for there is no 
work in connection with the hospital that is insignificant. 
She must be familiar with every detail in her department, 
which information must be given her by her subordinates. 

Her first and prime consideration is and always must 
be the care of the patients. She must never lose sight of 
this nor allow other demands to interfere with or over- 
shadow it. She must see to it that the patients receive 
the very best attention from the nurses, that the food is 
well prepared and daintily served, the records neatly 
written, the solution and utility room well kept. 

The patients: rely chiefly upon her for proper at- 
tention, and appeal to her when they feel they are being 
neglected. Her attitude toward them should always be 
impartial, sympathetic and kind. She is better able to 
judge than anyone else if the patients are happy and con- 
tented. With knowledge, initiative and careful planning 
excellent service can be provided under the most unfav- 
orable conditions. 

When opportunity presents itself she should meet the 
patients’ relatives and friends and make them feel that 
she is the person to whom they should go for information. 
In her intercourse with them she should ever bear in 
mind that she represents the hospital, and from her they 
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largely gain their impressions, favorable or otherwise. 

It is the duty of the supervisor to mete out the work 
for her nurses and see that it is conscientiously carried 
out; that they observe hospital discipline and etiquette, 
and that they do their work according to the methods 
taught them. She should not only hold each student 
strictly accountable for her assigned work, but demand 
that she refrain from meddling with the duties of other 
nurses. 

The supervisor is a teacher. It is her duty not only 
to instruct in the theory and practice of nursing, but to 
inculeate and enforce ethical principles. She must be 
keenly alert to each student’s failings or successes in this 
respect, and teach by precept and example, that the laws 
of ethics must be scrupulously observed. 

Her attitude towards all her nurses should be one of 
impartiality. With the appearance of favoritism, the 
best interests of the nurses and patients must sooner or 
later suffer, for it is rarely possible for the head nurse to 
criticize the work of an assistant who is her intimate 
friend. Moreover, evidences of partiality are at once 
keenly felt and resented by the other nurses, with the de- 
struction of harmony and cooperation as a logical se- 
quence. 

Each student nurse requires for her own advancement, 
a certain amount of constructive criticism, comment, or 
encouragement as occasion demands, although the manner 
of administering it must be carefully considered. To re- 
prove with impatience or in the presence of the patient or 
physician, or of strangers, would be a serious mistake 
and result in more harm than good. 

The supervisor should study the various characters 
under her supervision with the view of gaining a fair esti- 
mate of their powers and capabilities, thus enabling her to 
give them the needed direction and assistance. She must 
ever bear in mind that her spirit and her personality will 
unconsciously be reflected in those under her supervision. 
Unless loyalty to the association is the guiding star or 
principle of the supervisor, it is hopeless to expect to find 
it in the other nurses. Without loyalty there cannot be 
unity, and without unity, efficient work is impossible. 

Her attitude toward the medical staff should be one 
of cordial cooperation, not one of dictation. She should 
meet the attending physician at the chart desk and see 
that he writes his orders. So far as she is able, she 
should accompany the doctor on his rounds and see that 
all his orders are minutely carried out, and that the pre- 
scribed treatments are properly administered. 
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The supervisor must remember that the success of 
the hospital depends upon the good will of the public. A 
courteous manner, a tactful handling of difficult situa- 
tions, an ability to refuse impossible or improper requests 
so graciously as not to give offence, a self-sacrificing de- 
votion to duty, a cheerful, even temper under the most 
trying conditions, are some of the characteristics which 
will win the confidence and favor of the public. 

A supervisor who is the subject of frequent com- 
plaints, and who must be continually explaining her at- 
titude and justifying herself, will soon cease to be useful. 
However, she must not expect to be exempt from criti- 
cism; she should be openminded, and willing to accept 
suggestions from her superior or superintendent, physi- 
cian or equals. 

Any doctor will hold the supervising nurse account- 
able for all that transpires on her respective floor. Every 
blame for a wrong action rests on her, though any honor 
is usually divided. Patients are alert to detect a flaw in 
the attention given them, while a tender care is grate- 
fully apreciated. 

The position of supervisor may be trying in many 
ways, but it is also one in which a self-sacrificing and 
capable individual will find a vast field for doing good in 
a great variety of ways. The full ability to meet her 
large responsibility will come to her only with patient en- 
durance and intelligent effort. 

There are no “off” hours for the supervising Sister, 
only strenuous labor from morning until night—but a 
soul-stirring sensation is hers at the thought that she 
serves Christ in the sick. Let her, above all, be a true 
follower of the compassionate Samaritan in the service 
of suffering humanity and great will be her reward. 

If teachers who instruct others in their religion shall 
shine like stars for all eternity, may we not trust that an 
equal reward is reserved for those who minister unto 
Christ’s suffering ones? 

DUTIES OF FLOOR SUPERVISORS. 

Sister M. Patricia, R. N., Misericordia Hcspital, 

Milwaukee. 

Sister Theodora, in the excellent paper just read, 
touches upon the difficulty of knowing just what to say; 
but having covered the subject so thoroughly, she has left 
me nothing to discuss. 

To discuss this paper would be like arguing with 
oneself. 

If I may, I would like to develop one or two points. 
The spiritual attitude towards the patients, although 
touched, has not been dwelt upon since we, as religious 
floor supervisors, often in our relation with the patient 
are given the opportunity to touch helpfully the inner life. 

Does the Sister Supervisor always realize what her 
visit may mean to a patient? A kind word, a question, 
will sometimes bring forth confidence which by tact and 
sympathy may be encouraged, frequently giving relief to 
an overburdened mind. 

For instance in our maternity work, a patient is 
under our care, her baby when brought to her does not 
bring to her that sweet look of content that other mothers 
have. By making a special visit, spending longer time 
than usual, we often during the course of our conversa- 
tion uncover the real sore spot: her marriage has not 
been within the Catholic Church. 

The obstacle may be very little when the Sister learns 
all. She encourages, she mentions other similar cases; 
finally, she asks permission to speak to the Chaplain. 
The case is arranged, and the poor wounded soul, the dis- 
tressed mind, may be relieved, thus bringing back health. 
Physical health cannot be otherwise than impaired if 
the mind is burdened. 

In our general hospital, in how many cases recovery 
is slow, due to an overburdened conscience, accompanied 
by a false fear. Again, by her visit, much ean be ac- 
complished, speaking of Father’s kindness to the sick, his 
gentleness with people who have neglected their religious 
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duties for some time, his keen understanding of weak 
human nature, thereby bringing courage, and a desire to 
be reconciled. P 

Extraordinary tact is required, and words must be 
carefully chosen. 

This can easily be followed by the other point: Can 
the floor supervisor be equal to the many tasks imposed 
upon her, if she never has a minute to herself? No 
leisure, “off hours.” 

No one in my estimation needs to be more in trim 
than a floor supervisor. 

We are Sisters, we have sacrificed everything for 
our dear Lord’s sake, but we are expected to do His work 
thoroughly, we are expected to bring forth fruit. 

We come on the floor in the morning; receive the 
night report, look carefully into the condition of each 
patient, prepare and assign work to each nurse, meet the 
doctors, ete., all essential, but our work must and can be 
arranged so that some time is given to our own little 
self, 

Might not Superiors see to it that the floor Sister gets 
her time off each day? The results will be amazing. 

DUTIES OF FLOOR SUPERVISORS. 
Sister M. de Ricci, R. N., St. Catherine’s Hospital, Kenosha. 

Both Sister Theodore and Sister Patricia discussed 
this subject so well that very few points remain for me 
to dwell upon. And yet supervising work in the hospital 
means the real structure and foundation of the nursing 
done within its walls. It is sometimes hard to grasp how 
much of the work in the hospital depends on her, for it is 
not only the nursing itself which calls for her supervision 
but everything connected with the patient, be it ever so 
trifling, should receive that Sister’s attention. She may have 
reliable, industrious, and intelligent senior nurses; but if 
we want our patient to receive the care which he seeks in 
our hospital, the supervisor must be ever on the alert that 
all his needs are attended to just at the proper time and 
exactly as prescribed by the doctor. 

Now to my mind, one of the difficulties which faces 
the Sister most often is lack of sufficient help. How is it 
possible for her to keep the many departments that belong 
to her floor in perfect harmony, each performing the 
various duties assigned to them, if nurses must be 
changed often from one department to another as is the 
case where this help is lacking? And how very near do 
the duties of floor supervisor enter upon those of the 
superintendent of the training school? Her work is noth- 
ing more nor less than a continuance of their first-year 
studies. To inculeate in the minds of the pupils the 
necessity of practicing everything taught in class is a 
double responsibility. Of what avail would all their class 
hours have been if the floor supervisor allows what she 
deems “little mistakes” to pass unnoticed, and minor 
duties to be hurried over carelessly? How much anxiety 
and vigilant care is necessary on the Sister’s part to see 
that the senior nurses keep up to their former decorous at- 
titude when called upon to accompany a doctor?* It is so 
easy for a senior nurse to become even familiar with a doctor 
after having accompanied him on several occasions; and 
it is here that the vigilant eye of the Sister is needed. 

In a Catholic hospital, without doubt, the supervisor 
should be a Sister. There are many reasons why our hos- 
pital requires Sisters to take charge of the various de- 
partments. But first we must insist that all nursing Sis- 
ters, and more especially Sisters holding responsible posi- 
tions, should be thoroughly trained nurses, for how can 
we expect anyone to teach the nursing art to perfection, 
who has never been taught the difference between asepsis 
or sepsis? No more than we can expect a girl who may 
have reached the fourth grade, to teach high school. 
Therefore to my mind, one of our first steps toward pro- 
gress will be to eliminate all untrained nursing Sisters 
from our hospital management. With an untrained floor 
supervisor every individual on her floor suffers, for how 
can she understand the wants of the patient if she has 
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never been taught all that is necessary to bring the sick 
back to normal health? Where such a case exists it will 
be far more beneficial for our hospitals to employ lay 
nurses to fill the important places until such a time as 
fully qualified Sisters are ready to take charge. 

The principal reason why we are called upon to have 
Sisters in charge, especially of floors, would be the almost 
unlimited confidence which patients show who come to 
our hospital; and they expect much attention from those 
who wear the religious garb. The old fear of a hospital 
loses much of its dread with the thought that a Sister 
will be there to see that the patient is cared for. The re- 
mark made by patients now and again that they scarcely 
ever saw a Sister, should not be attributable to our hos- 
pital. It shows lack of interest in those for whom we are 
in duty bound to give our entire solicitude. The patient 
expects much more than merely bodily care when he 
comes to us. He longs for the soothing and quieting at- 
mosphere for body and mind which is supposed to belong 
to the Sisters’ hospital; and should a turn for the worse 
come, he finds it only natural that, night as well as day, a 
Sister is there by his bedside to do all she can to aid the 
doctor in his work of relieving pain. 

The very name of Sisters’ Hospital calls for Sisters 
to be found within easy reach of a patient’s call, for if our 
lay nurses are so indefatigable in caring for suffering hu- 
manity, how much more is it incumbent upon us to do our 
part? Not so long ago a lady told me of an experience 
she had. Wishing to see the various departments in a 
Catholic hospital, she asked for the supervisor. She was 
requested to wait awhile. After the lapse of one hour 
she was informed that the supervisor was too busy to see 
her and just then there was no one at leisure to show her 
around. Of course she would not wait another hour but 
decided to visit another hospital. There she found things 
just the opposite. She was at once taken to the consulta- 
tation room where the reason for its existence was ex- 
plained to her. Then followed inspection of wards, pri- 
vate rooms, dressing room, and even utility room. The 
whole did not take much time, but how widely her im- 
pression of those two institutes differed! The chilly 
coldness of the first, she told me, was sufficient to dampen 
her good opinion of hospitals. It should serve as a lesson 
to show us how very essential courtesy and a congenial at- 
titude toward all, is for those in charge of the hospital or 
floor in a hospital. And after all our manner toward 
those with whom we come in contact in the wards is by 
far the greatest weapon we wield to bury the old, long- 
standing prejudice against our hospitals. 

The problems that daily confront the Sisters in 
charge of a floor are by far too various to mention. Just 
how much responsibility she can delegate to a senior nurse 
will largely depend on how busy the floor is as well as the 
capability of her senior nurse. For instance the doctor 
will often-times expect the Sister to accompany him on 
his rounds. This she should do, but she must also foresee 
that the-other doctors are punctually attended to in her 
absence. All remarks which she deems necessary, such as 
reminding a doctor to attend to a dressing, or stating that 
a patient wishes to be moved into a ward to save expense, 
ete., she should see are brought to the doctor’s notice by 
one thoroughly reliable. Such duties should in my esti- 
mation be permitted to all senior nurses in order to ini- 
tiate them fully into the real responsibility attendant up- 
on the position of floor supervisor. 

Yes, her duties are many and her leisure hours are 
few but God’s work is’ being faithfully carried on by those 
who pledged all to Him. 

SECTIONAL CONFERENCE NEWS. 

A meeting of the members of the Executive Com- 
mittee of the Minnesota-North Dakota State Conference 
of the Catholic Hospital Association was held in Duluth, 
January 26th, at St. Mary’s Hospital. It was decided 
the next Annual Conference will be held at the Villa 
Scholastica, Duluth, July 18th and 19th. This delightful 
location will be an incentive for many who might not 





consider a meeting at this season of the year. At the 
same time there will be an opportunity of seeing the new 
unit at St. Mary’s Hospital completed this past year. 
Those who attended the meeting are as follows: Sister 
Olivia, St. Mary’s Hospital, Duluth; Mother Conchessa, 
St. John’s Hospital, Fargo, N. D.; Sister Adolphine, 
Loretta Hospital, New Ulm; Sister Leona, St. Mary’s Hos- 
pital, Duluth; Mother Madeleine, St. Mary’s Hospital, 
Minneapolis; Sister Bernard, St. Vincent’s Hospital, 
Crookston; Sister Agnesina, St. Joseph’s Hospital, Man- 
kato. 

Joint Canadian Meeting. A joint meeting of the 
Western Canada, the Manitoba, and the Western Canada 
Sections of the Catholic Hospital Association was held 
November 13 to 15, at Winnipeg, with Dr. George H. 
Stephens of the Winnipeg General Hospital presiding. At 
the meeting it was estimated that the average per capita 
cost for hospital service in western Canada ranges from 
$3.25 to $3.50 per day. Dr. M. T. MacEachern, Ottawa, 
represented British Columbia at the meeting. He dis- 
cussed the affiliation of the Western Canada Association 
officers. 


ANNUAL CONGRESS OF MEDICAL EDUCATION, 
LICENSURE, PUBLIC HEALTH AND HOSPITALS. 


The annual Congress of Medical Education, Licen- 
sure, Public Health and Hospitals was held at the Con- 
gress Hotel, Chicago, Illinois, March 5-7, 1923. The 
Council of Medical Education and Hospitals presented a 
program on the first day, March 5th, as follows: 

“Report on Investigation of Graduate Medical 
Schools,” Dr. Louis B. Wilson, director of the Mayo Found- 
ation of Medical Education and Research, Rochester, Minn. 

“Medical Curriculum, Coordination of Courses to In- 
crease Efficiency,” Dr. E. Stanley Ryerson, Secretary Uni- 
versity of Toronto, Faculty of Medicine, Toronto. 

“Nursing Education and Service.” A report from a 
special committee of the Council on Medical Education 
and Hospitals, by the Chairman, Dr. Robert W. Lovett, 
Harvard Medical School, Boston. 

On the same day the Federation of State Medical 
Boards presented a program as follows: 

“Enforcement of the Medical Practice Act,’ Dr. H. M. 
Platter, Secretary of the Ohio State Medical Board, 
Columbus. 

“Needed Revision in Medical Licensure in Accord- 
ance with Present Day Medical Education,” Dr. Kendrick 
C. Babcook, Provost of the University of Illinois, Urbana. 

“A Single Standard for Admission to the Practice of 
Medicine,” Harry E. Kelly, Chicago, II. 

“The Hospital Intern Year as an Essential for the 
License,” Dr. Alexander MacAlister, Secretary of the 
New Jersey State Board of Medical Examiners, Trenton. 

On Tuesday, the Association of American Medical 
Colleges presented the following program: 

“The Danger of a Stereotyped Curriculum,” Dr. 
Charles P. Emerson, Indiana University School of Medi- 
cine, Indianapolis. . 

“Present Ideals of the Physical Plant in Medical Edu- 
cation,” Charles R. Bardeen, University of Wisconsin 
Medical School, Madison, and Dr. G. Canby Robinson, Van- 
derbilt University Medical Department, Nashville, Tenn. 

“The Art of Medicine,” Dr. Irving D. Cutter, Universi- 
ty of Nebraska College of Medicine, Omaha. 

The American Conference on Hospital Service pre- 
sented a program on the same day as follows: 

“The Role of Non-Medical Clinical Assistants in Hos- 
pitals,” Without Interns, Dr. S. S. Goldwater, Director, 
and Dr. W. M. Bluestone, Assistant Director, Mt. Sinai 
Hospital, New York, N. Y. 

“Liability of the Hospital for the Acts of Its Ser- 
vants,” John A. Lapp, Department of Social Action of 
the National Catholic Welfare Council, Chicago. 

On Wednesday, March 7th, the Council on Health and 
Public Instruction presented the following program: 

“Symposium: The Medical Profession and _ the” 
Laity. 

“From the Standpoint of the Layman,” Dr. W. D. 
Scott, Northwestern University, Evanston, III. 

“From the Standpoint of the Health Officer,” Dr. 
Watson S. Rankin, North Carolina State Board of Health, 
Raleigh. 
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Surgical Service in Creighton Memorial St. Joseph’s 
Hospital, Omaha, Nebraska 


RESUME OF 116 CASES OF GALL BLADDER DISEASE 
OPERATED ON BY THE SURGICAL 
STAFF DURING 1920-1921. 
George F. Simanek, M. D. 

Inflammation of the gall bladder is similar patho- 
logically to that of other hollow viscera. The etiology is 
bacterial, of haematogenous origin. 

In the series of 116 cases here reported (28 males, 88 
females) the incidence of previous infectious disease was 
as follows: rheumatism 40, recurring tonsillitis 54, ty- 
phoid 23, influenza 45, pneumonia 18, measles 15. 

This illustrates the relation between gall bladder in- 
flammation and infections, especially the low grade re- 
current infections of lymphatic tissue. In this series 52 
appendices presented gross and microscopic evidences of 
disease and were removed. 

The frequency of important symptoms was as follows: 
pain in upper right quadrant 93, radiating 64, vomiting 64, 
belching 71, dyspnoea 16, backache 58, headache 57, jaun- 
dice 28, vertigo 23, chills 25, fever 21, constipation 71. 

We have not directed our treatment to the end of 
ehortening the patient’s stay in the hospital, considering 
this of secondary importance in reference to his ultimate 
well being. Our choice’ of operation has been based on 
the following principles. 

The indications for the removal of the gall bladder 
are: 1, chronic catarrhal cholecystitis (bile inexpress- 
ible); 2, stone in bladder or cystic duct, without fever or 
jaundice; 3, thickening of the wall, strawberry gall blad- 
der and malignant disease. 

The indications for drainages are: 1, jaundice with 
no palpable stone in the common duct; 2, enlafgement of 
the head of the pancreas; 3, acute cholecystis with stone 
in the common duct, chills and fever, (The stone of course 
must be removed) ; 4, gangrenous gall bladder. 

Average Number 


Operations P.O.Days Deaths 
Cholecystectomy 79 .....sccccecces 20 3 
OD vod cacasuuccececue 23% 1 
Be EE 6 scccanseeuweknmesine 21 0 


The history should be taken with care to determine 
the diagnosis and etiologic factors, and special attention 
should be paid to the standardization of operative treat- 
ment, as between drainage and removal. After-treatment 
of cases is best conducted by an internist and should be 
thorough and continued. 


RESUME OF FORTY-SIX CASES OF PARA NASAL 
SINUS DISEASE TREATED FROM JUNE, 
1920, TO JUNE, 1921. 
Claude T. Uren, M. D. 

Of 46 cases of para nasal sinus disease, 35 (or 73 
per cent) had the maxillary sinus involved, ten of these 
35 being bilateral. The ethmoids were involved in eight 
(or seventeen per cent) of the cases, two of which were 
bilateral. The frontal sinuses were involved in five cases 
(or ten per cent), all of which were unilateral. 

All cases were subacute or chronic. 

Symptoms: Nasal discharge in 73 per cent of cases; 
headache or pain in 63 per cent; nasal obstruction in 87 
per cent; frequent head colds in 24 per cent; cough in 
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eighteen per cent; vertigo in ten per cent; nervousness in 
eight per cent; deafness in six per cent. 

Findings: Pus in nares in 73 per cent of cases; 
polyps or polypoid degeneration in forty per cent; deviated 
septum in ten per cent; atrophy of nasal mucosa in six per 
cent. 

Treatment: Antrum operations; Caldwell-Luc op- 
erations, seventeen. Puncture and _ irrigations, 23. 
Ethmoids: Exenteration of ethmoid labyrinth, eight. 
Removal of Polyps, ten. Resection of middle turbinate, 
eight. Submucous resection of Septum, five. Exodontia, 
four. 

RESUME OF CASES OF GASTRIC AND DUODENAL 
ULCER DURING THE PAST EIGHTEEN 
MONTHS. 

J. Frederick Langdon, M. D. 

These cases were gathered from the records of 1920 
and 1921. Only those cases were included in which the 
diagnosis had been proved either by complete history, 
physical examination including gastric analysis and 
X-ray, or by the findings at the operating table. All 
doubtful cases, as well as those admitted for diagnosis 
only, were excluded from this series. 

There were 39 cases in all, four of which were of the 
acute perforating type. Of these two were gastric and 
two duodenal. Two died and two recovered. The period 
elapsing between the time of perforation and the time of 
operation was, in the fatal cases, 48 hours in one instance, 
and 24 hours in the other. The two cases that recovered 
came to operation within three hours from time of per- 
foration. In none of the cases was a Gastro-enterostomy 
done at the time of operation, simple closure of the per- 
foration being the procedure in all four cases. One case 
underwent a posterior Gastro-enterostomy five months 
later. 

The remaining cases of the series were non-perforat- 
ing. Of these five were gastric and thirty duodenal. 
Twenty-nine cases were treated medically, five surgically, 
and one received both medical and surgical treatment. 
The average time in the hospital was, tor the meaicat 
cases, 28 days, for the surgical, 33 days. Four of the 
series had systematic medical treatment previously with 
return of the symptoms. One case had had a posterior 
Gastro-enterostomy performed five years before. 

Pain: Of the symptoms, pain was by far the most 
common complaint. In 33 cases it was the chief complaint. 
The average time of onset was two or three hours after 
meals in the duodenal cases and one-half hour in the gas- 
tric cases. One case sought relief for hematemesis as the 
initial symptom. The typical hunger pain of ulcer was 
present in thirteen of the duodenal cases. 

Abdominal Tenderness: It is often stated that 
physical examination is of little value, the majority of 
cases presenting no palpable signs. Our series showed 
definite tenderness in 33 cases. This was always described 
as epigastric tenderness located in the pyloric area. 

Hemorrhage: Four cases, two gastric and two duo- 
denal gave a history of copious hemorrhage from the 
stomach. One gastric case entered the hospital with a 
chief complaint of hemorrhage both from stomach and 
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bowel. This case received medical treatment. One case 
presented hemorrhage from the stomach as her initial 
symptom. This case might be classed among the socalled 
“silent ulcers.” 

Chronic Perforation: One case of this series was of 
the chronic perforating type. This case at operation pre- 
sented a duodenum surrounded by adhesions. On the pos- 
terior inferior part of the first portion of the duodenum 
was a crater-like ulcer the size of a thumb-nail and an in- 
durated inflammatory mass about the size of a hickory 
nut. 

Pathology: All the cases of this series that received 
surgical treatment were of the duodenal type. Four pre- 
sented ulcers on the anterior surface of the first portion of 
the duodenum, one on the posterior surface of the duo- 
denum. In one ease the gall bladder was adherent to the 
pylorus and the pylorus obstructed dy scar tissue. 

Type of Treatment: The cases handled medically 
were treated by a modified Sippy or Lenhartz diet. In 
the six surgical cases, the first case was treated by excision 
with cautery, no gastro-enterostomy was done. The 
second was treated by gastro-enterostomy alone. The 
third posterior gastro-enterostomy was done with inver- 
sion of the ulcer with purse string suture; in the fourth 
postericr gastro-enterostomy, in the fifth posterior gastro- 
enterostomy and in the sixth with cautery and posterior 
gastro-enterostomy. 

Results of Treatment: The immediate results were 
improvement in all cases, except one. This case was 
treated medically and left the hospital without permis- 
sion, on the 13th day, unimproved. Of the ultimate re- 
sults we have follow-up on three medical and three surgi- 
cal as follows: 

Medical: In ease one eighteen months have elapsed 
since treatment. Complete relief followed except for oc- 
casional “heart burn.” In ease two, eleven months; con- 
ditions were same as before treatment. In case three, 
eight months since treatment, complete relief reported. 

Surgical: Case one, sixteen months after treatment 
there was complete relief. In case two, seventeen months 
after treatment there was no relief. This case was treated 
sixty days medically without relief before surgical treat- 
ment was instituted. A posterior gastro-enterostomy was 
done. In ease three, eighteen months after treatment 
there was complete relief. Posterior gastro-enterostomy 
with inversion of ulcer by purse string suture was done in 
this case. 

Conclusions: The “follow-up” system is essential in 
drawing any conclusions as to the relative value of Medi- 
eal and Surgical treatment of Ulcer. By persistent, 
pains-taking effort we hope to keep in touch with the ma- 
jority of our patients, for it is by this means only that we 
can learn the results of our treatment, and draw any con- 
clusions of value. ; 

RESUME OF APPENDECTOMIES FROM APRIL 1, 
1920, TO JANUARY 1, 1921. 
Jos. Schramek, M. D. 

The cases here reported are of uncomplicated appen- 
dicitis, those having other pathological conditions are ex- 
cluded. 

Age incidence is as follows: 


Under 5 years......... Se Rik cveecnaad 29 
Se Sarre ck eee ee 9 
ede, Sere ee ae 3 
Pe SER. cb cieniveues Sh GRGO FORS.ccccccccses 2 


One hundred and twenty-five patients were women, 
and 108 men. 

Number of attacks previous to operation: 95 were 
operated during or immediately after the first attack; 
three operated after second attack; three after third at- 
tack; three after fourth attack. The rest were chronic 
cases with recurrent attacks, the number of attacks not 
being ascertained. Of the 95 cases which were operated 
during or following first-attack, 54 were pus cases. Time 
of operation after first attack was as follows: five were 
operated the first day of attack, 21 the second day, fifteen 


the third day, fifteen the fourth day, five the fifth day, 
four the sixth day, thirteen the seventh day, eleven the 
fourteenth day, two the twentieth day, three the thirtieth 
day and one the eightieth day. 

Pathologist’s Microscopical Report: On 42 cases the 
report was acute suppurative appendicitis; eleven gan- 
grenous; twenty subacute; 110 chronic catarrhal appendi- 
citis. This totals 185 cases, the balance having no patho- 
logical report. Surgeon’s report at the time of operation: 
69 cases ruptured pus appendices; 163 were socalled 
clean cases. 

Adhesions, to us, seem rather important. One hun- 
dred and thirty-eight cases showed adhesions, and 95 had 
no adhesions. There has been much discussion as to the 
best kind of drainage, whether tubes, cigarettes or gauze. 
Pus appendices were drained in 44 cases with cigarette 
drains, six with gauze, two with tubes and two with com- 
bined tube and cigarette drain. A total of 54 cases were 
drained, leaving fifteen pus appendices which were not 
drained. The length of time the drainage tubes are left 
in is also of importance. In our series of pus appendices 
in five cases, the drain was left in two days; in six cases, 
three days; in eighteen cases, four days; in two cases, 
five days; in six eases, six days; in five cases, seven days; 
in one case, nine days; in two eases ten days and in the 
remaining cases the removal of drain was not noted on 
chart, so the time of removal could not be ascertained. 

Chief Complaint: In 105 cases the chief complaint 
was pain in lower right abdomen, in 23 cases pain in the 
right lower quadrant with vomiting; 24 cases complained 
of general pain in abdomen. Thirty complained of pain 
in the right side with no definite localization. One com- 
plained of pain in the right lower quadrant and epigas- 
trium; the findings in this case were chronic appendicitis 
with no findings in stomach or gall bladder. Two came 
in with general abdominal pain and diarrhea. Both of 
these cases complained of diarrhea for three days previous 
to entry into hospital. Both were ruptured pus appen- 
dices with extensive peritoneal involvement. Three com- 
plained of pain in right lower quadrant and right upper 
abdomen. Two had pain in right upper quadrant with no 
findings in right upper quadrant but had chronic 


“ppendicitis only. Four complained of pain in 
right side and back. These were also. chronic 
appendices with no _ findings in upper abdomen, 


however, it has been our experience that some of these 
cases complaining of pain in back were suffering from a 
movable or floating kidney and an appendectomy of course 
does not relieve them. One complained of pain in 
stomach, findings chronic appendicitis, no stomach, gall 
bladder or upper abdominal findings—probably reflex 
pain. Two complained of distress in stomach, chronic 
appendicitis with no findings in uper abdomen. In 37 
cases the pains were in abdomen but indefinite, there be- 
ing no way of getting more definite history in these 37 
cases. 

Number of Days in Hospital: Four of our series 
left hospital on the eighth day, 26 on ninth day, thirty 
on tenth day, 38 on eleventh day, 29 on twelfth day, 22 on 
thirteenth day, ten on fifteenth day, twelve on sixteenth 
day, six on seventeenth day, six on eighteenth day, two 
on nineteenth day, five on twentieth day, three on twenty- 
first day, two on twenty-third day, three on twenty-fourth 
day, three on the twenty-sixth day, one each on twenty- 
seventh, twenty-eighth, thirty-ninth, fifity-seventh and 
ninetieth day. 

Complications: Three cases were complicated by 
pleurisy, one case of suppurative gangrenous appendix 
developed a fecal fistula. Four socalled clean cases de- 
veloped deep stich abscesses. Three socalled clean cases 
had hematomas which became infected, serous discharge 
developed in three socalled clean cases and one case re- 
ported a rectal abscess. These post-operative complica- 
tions were all in socalled clean cases and did not include 
suppurative cases, as these would naturally drain pus. 
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In four of the suppurative cases the appendix was 
not removed at time of operation, drainage only being 
done. Two cases of appendectomies were performed three 
days later, one case four days later and one case three 
months after the drainage. Two deaths are reported in 
this series, one occurred four days after operation for sup- 
purative gangrenous appendix with extensive peritoneal 
involvement, and one died on sixth day following appen- 
dectomy, socalled clean case, patient dying from an ob- 
struction. 

Follow-up Record: These show replies on 54 cases. 
Fourteen of these were of the acute suppurative or gan- 
grenous type of appendices. Thirteen of these reported 
complete recovery with no symptoms referable to the ap- 
pendix. One case developed a post-operative hernia. Of 
the socalled chronic appendices, 26 reported complete re- 
covery with no recurrence of symptoms. Three cases re- 
ported recurrence of pain in lower right quadrant. These 
were not very much improved. In this series were four 
cases complaining of pain in back, and pain in right 
lower quadrant. The follow-up report on two cases shows 
that they still have pain in back, nothing was said about 
pain in lower abdomen. Four of these cases reported re- 
lief of the pain in abdomen but complained of tonsilitis. 
There was nothing in history to suggest tonsillitis One 
case developed tuberculosis of lungs. One case com- 
plained of pain in back, pains in abdomen, coarse tremor 
and inability to walk with steadiness. He has no relief 
from these symptoms. Nothing was said about pain in 
right lower quadrant. 

RESUME OF HERNIA OPERATIONS PERFORMED 
DURING THE YEAR 1921. 
John W. Duncan, M. D. 

Inguinal Hernia: The 65 cases of hernia admitted to 
the hospital during the year 1921 appearing in this re- 
view were attended by staff men. Inadequate records 
eliminate another large number of hernias for statistical 
consideration. There were 25 free cases and forty pay 
cases. The average number of days in the hospital was 
seventeen. The average number of days for free cases was 
twenty and the average number of days for pay cases was 
fifteen. The greatest number of days in the hospital for 
uncomplicated hernia was 30, the greatest number of days 
in cases with complications was 56, the shortest number of 
days in the hospital without complications fifteen. The 
greatest age in any patient was 85 years, the youngest 6 
weeks, the average age being 36 years. 

Forty-seven of the cases were of American birth, the 
remainder were of foreign birth. There were twenty la- 
borers, fifteen farmers and all of the remaining cases in 
the series except seven might be classified as engaged in 
manual labor. 

The condition complained of on entering the hospital 
was as follows: Five complained of rupture, 31 of swell- 
ing, fifteen of pain, nine of pain and swelling, one of pain 
and vomiting, one of soreness, one of hernia, one of cryp- 
torchism and one of urinary retention. 

The average duration was eight years, eight months, 
six weeks and six days. Fifteen cases had worn a truss 
previous to their admission to the hospital, fifty had not. 

In the series 21 cases alleged effort as a cause, such 
as unusual strain and lifting. Five cases alleged trauma 
or direct injury to the inguinal region. Of the patients 
who alleged effort, sixteen said, that immediately follow- 
ing the effort, they noticed pain and swelling in the in- 
guinal region, and of the patients who alleged trauma all 
said there was immediate pain and swelling in the in- 
guinal region. 

F fty-five cases are classified as indirect, one as direct, 
six as direct and indirect, one as properitoneal, one as 
sliding and one the record does not state. Fifty-one of the 
cases were complete and fourteen incomplete. Four cases 
only were strangulated. There was but one case listed as 
recurrent. 

The average number of days in bed was fourteen, 
the greatest number of days in uncomplicated cases was 
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28, the smallest number of days in uncomplicated cases 
was five and there is no record in three cases. 

Thirty-four cases were discharged as cured, thirteen 
as relieved, fifteen as improved, two as unchanged and 
one dead. 

Epigastrie Hernia: 
tric hernia admitted. One was a man, age 42, and one 


There were two cases of epigas- 


was a boy, age 12. The man was admitted for vague dis- 
tress in the abdomen and for a urinary incontinence due 
to urethral stricture. He left without permission one 
week after admission. 

The boy was admitted for acute suppurative appendi- 
citis. He had the hernia since birth, and it had never 
caused him any trouble but was discovered on examina- 
tion by his attending physician. 

Femoral Hernia: There were seven cases of femoral 
hernia. Five were females and two were males. Four 
were upon the left side and three on the right side. The 
longest hospitalization was thirty days, the shortest thir- 
teen days and the average seventeen days. The longest 
bed confinement was 28 days (infected), the shortest 
twelve days, the average sixteen. 

Six of the cases were operated on by the femoral 
route and one case the record does not specify. One case 
was infected. Three cases were discharged as cured, two 
as improved and one as relieved. Only one case had worn 
a truss prior to admission. Five of the cases were strang- 
ulated. 

Umbilical Hernia: There were seven cases of umbil- 
ical hernia: five were females and two were males, one of the 
latter a child of three years. The average number of days 
in the hospital was nineteen, the shortest one day (the 
child) and the longest 34 days. The latter case presented 
a medical complication demanding prolonged’ hospitaliza- 
tion. Five were pay cases and two were free. The oldest 
patient was 64 years, the youngest 3 years, and the aver- 
age age was 50 years. 

One case was strangulated. In four cases the sac 
contained an adherent content; in two cases the sac was 
empty and in one case there was no record. 

In five cases the Mayo operation was performed, and 
in two cases the Blake operation was performed. In one 
case the wound became infected. One case, a woman aged 
61 years, died on the twelfth day of pulmonary embolism. 
The average days in bed was fifteen, the shortest seven, 
and the longest twenty days. 

Post-Operative Hernia: There were nine cases of 
post-operative hernia. Four were males, and five were 
females. The youngest patient was 8 years, the oldest 
64 years and the average age 30 years. 

There were two clergymen, three students, three 
housewives and one laborer. 

In six cases the operation previously performed was 
appendectomy; there were two laparotomies for gyneco- 
logical conditions, and one laparotomy for intestinal ob- 
struction. One hernia was recurrent and strangulated 
after.a herniotomy of seven years following an appendec- 
tomy fourteen years previously. One case came to opera- 
tion fourteen years after laparotomy, and one six months 
after laparotomy. The average length of time between 
laparotomy and the herniotomy was three and one half 
years. Five cases complained of swelling only, three of 
pain only, and one of pain and swelling. The shortest 
duration of the hernia was six weeks, the longest seven 
years and the average two years. 

The location of six cases was in the right lower quad- 
rant of the abdomen, in two cases in the midline in the 
suprapubic region and in one case opposite the umbilicus 
over the right rectus. 





New Hospital. Bids have been received for the con- 
struction of a four-story building for the De Goesbriand 
Hospital, at Burlington, Vt. The building will cost about 
$100,000. . 

Hospital Addition. Bids have been received for erect- 
ing a a oe to the Oak Park Hospital, at Oak 

e building will cost $100,000, 


Park, III. 








How the Clinical Laboratory May be of Real Value 
to the Doctor | 


W. T. Cummins, M. D., St. Joseph’s Hospital, San Francisco. 


The clinical laboratory to be of real value to the 
doctor, whether it be a laboratory of a moderately sized 
hospital or a commercial laboratory, should have a direc- 
tor. This man must be a physician, with adequate tech- 
nical education and proper personality, the latter of 
which is too often lacking. He should be a pathologist 
skilled in gross and microscopic tissue diagnosis, a 
bacteriologist with adequate training, and a serologist of 
ability. And it is well that he has that which adds 
materially to his armamentarium—although it is not 
often combined with the above attainments,—a very good 
knowledge of chemistry. 

This statement of qualifications sets a standard 
probably above the average of all laboratories, but we 
would do much better if we had fewer laboratories and a 
higher standard of efficiency. This is true of commercial 
laboratories. The director should be tactful in dealing 
with persons with whom he is in contact. He cannot 
afford to manifest surprise at a lack of technical know- 
ledge on the part of a physician who comes for counsel. 
He should not criticize an assistant before others, nor 
should he manifest a spirit of favoritism. Esprit du corps 
is an essential for an efficient laboratory, and the director 
is responsible in many ways for its presence or absence. 

Too little attention in the average laboratory is paid 
to the teaching of assistants. One should not take too 
much for granted when a new assistant, elsewhere and 
questionably well trained, begins work in one’s laboratory. 
It is well to hold a quiz including perhaps all the as- 
sistants. Each should be cautioned against working au- 
tomatically and should be advised to ask questions to 
ascertain the “why and wherefore” of things. This is a 
big factor in making the work more interesting to the 
assistants and in inculeating in them the desire to pro- 
gress. 

It is of material assistance for each one to have an 
alphabetically arranged, detachable leaf notebook in 
which one may copy techniques and formulae which are 
not so easily remembered. Every laboratory should be 
provided with a good working library and assistants 
should be advised to supplement their work by reading 
books and professional articles of suitable character. 

One of the most valuable assets of a director is the 
power to stimulate, for the workers then are ambitious 
and want to learn. Loyalty and honesty should be a part 
of the workers’ makeup. One, who privately expressed 
his contempt of a corporation that for sometime employed 
him, materially overstayed his time in that employment. 
Errors of omission and commission should be acknow- 
ledged. Accuracy is a virtue which requires no comment. 
Those unfit for laboratory work in one or another way 
should not be retained. 

Prompt service should be rendered by active, skillful 
workers. This can always be facilitated by a legible 
examination-request to be submitted by patient or to 
accompany specimen. Much time is occasionally con- 
sumed in finding out what examination is to be made. 

All tissues removed at an operation should be sent 
to the hospital laboratory for gross description and in- 
dexing, including all those in which no histological 
examination is requested. The examination of this group 
may be of material assistance to the surgeon, for more 
than one “surprise diagnosis” has been the result of in- 
sufficient examination of the specimen in the operating 
room with undiscovered pathology. The director is the 
competent one in the laboratory to examine grossly and 
microscopically tissues removed at operation and autopsy. 
Years of training are necessary to attain the ability, and 
in the efficient laboratory this work is never delegated to 
an assistant who is not a pathologist. 
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Laboratory work should be systematized, and this 
is made easier by full cooperation between hospital or 
physician and laboratory. There appears to be less sys- 
tematization in many laboratories of Wassermann work 
than of any other department. For a hospital of not too 
large a capacity, the writer is convinced that it is advan- 
tageous to the laboratory and the physician to confine 
this work to not more than three days of the week. A 
few commercial laboratories are responsible for having 
destroyed the confidence of some physicians in the de- 
pendability of the Wassermann reaction. The writer 
believes that insufficient training of the assistants, the 
absence of participation of the director in the serological 
work, and a lack of concentration of the work are re- 
sponsible for this opinion. Haste, carelessness and inac- 
curacy tend to prevail in unorganized, unsystematized 
Wassermann work. 

For all departments of work there should be a sufii- 
cient number of active assistants so that the day’s work 
may be completed (except for emergency cases) at a 
reasonable hour, viz. 5:30 or 6 o’clock. The director 
should always consider the physical condition of his co- 
workers. 

The writer is convinced that, if the average practis- 
ing physician knew a little more about the Wassermann 
technique, the time necessary for its proper performance, 
etc., the laboratory would profit thereby in his estimation. 
Some physicians put too much dependence on the labora- 
tory for making clinical interpretations and diagnoses. 
Without corroborative clinical evidence some will diag- 
nose syphilis on a weak, positive Wassermann reaction, 
and it is incumbent sometimes on the director to correct 
this idea. The laboratory should not clinically interpret 
nor diagnose (except for tissue diagnosis) for its func- 
tion is that of examination or estimation. The making 
of the diagnosis is left to the doctor. Justifiable and 
constructive criticism should always be welcomed by the 
laboratory. Unfortunally we hear from time to time the 
expressions of disgruntled and unfair or unreasonable 
physicians, some of whom apparently think that their 
work is more important than that of others. Whatever 
the type of criticism, justifiable or unjustifiable it is 
far better for the expressions to be addressed to the 
director or his assistants, than to those outside the labora- 
tory. 

The writer has attempted to describe as briefly and 
concisely as possible the means whereby the director and 
laboratory assistants may be of real value to the physi- 
cian with some cooperation, however, on his part. 





Medical Society Meets in Hospital. On December 5th 
the Engelwood branch of the Chicago Medical Society held 
its regular monthly meeting in the auditorium of St. Ber- 
nard’s Hospital in Chicago. There was an unusually large 
attendance at this meeting. 

The main address of the evening was made by Dr. W. 
J. Hurley, chief of the surgical staff of St. Bernard’s Hos- 
pital, on the subject of “Comparative Surgery of the 
Stomach.” Dr. Hurley spoke from an extended experience 
in the operating room and presented X-ray pictures and 
lantern slides in demonstrating his ideas. He introduced 
a new operative technique for gastro-enterostomy, the de- 
tails of which he had worked out in his practice at St. Ber- 
nard’s. Clinical cases were demonstrated by Dr. J. C. 
Hepburn, Dr. W. S. Hector, and Dr. L. B. Donkle. These 
proved both interesting and instructive to the members 
present. 

Staff Meeting. St. Mary’s Hospital Staff, at Cairo, 
Ill., held their annual meeting on December 12th. The 
following officers were reelected: President, Dr. McManus; 
Vice-President and secretary, Dr. Johnson, and Treas- 
urer, Dr. Grinstead. 
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Training School Curriculum, St.Vincent’s Hospital, 


Sioux City, lowa 


The first training school for nurses at St. Vincent’s 
Hospital, Sioux City, Iowa, was established by the Bene- 
dictine Sisters in 1911, and the first class comprising four 
nurses was graduated in 1914. Since that time the growth 
of the hospital and training school has been very rapid. 

The urgent need of larger hospital facilities was 
strongly impressed upon’ the Sisters with the increasing 
number of patients who came to them for help and for 
relief from suffering. Early in 1916 steps were taken to- 
ward obtaining a suitable site and the erection of a larger 
hospital. The new hospital building was opened on June 
15, 1917. It prov'des in the nurses’ department, a large, 
well equipped lecture and demonstration rooms for the 
training of nurses. There are also a large reception room 
where the nurses may gather and a library in which is 
found a collection of books and current nursing and 
health magazines. The recreation room is provided with 
a piano and a victrola. 

The laboratory is equipped to meet the demands of 
chemical and clinical pathology and all serological and 





ij wi" 














bacteriological work. The working staff of the laboratory 
consists of a pathologist, a Sister technician, an assistant 
technician and a student nurse. All the laboratory work 
is under the supervision of the pathologist. He gives 
his personal attention to the diagnosis of microscopical 
specimens, examinations of smears, cultures and tissue 
sections, blood chemistry and animal inoculation. All 
autopsies are performed by the pathologist and he is at 
all times at the service of the staff for consultations or 
suggestions regarding the improvement of the service. 
The pathologist also lectures to the nurses in the subjects 
of chemistry, pathology and toxicology. 

The routine work such as blood counts, urinalysis, 
gastric analysis, ete., also the collection of blood for 
Wassermanns, blood counts, blood chemistry, is cared for 
largely by the Sister technician, assisted by the student 
nurse. The student nurse spends a definite part of her 
time in training in th's department, as well as a given 
;eriod to work in the pharmacy department where she 
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is instructed in the art of preparing and compounding 
medicines. A Sister who is a registered pharmacist has 
full charge of this department. In addition, there is also 
an x-ray laboratory in charge of a Sister technician who 
takes the x-ray pictures and develops them for the de- 
partment. 

The record room is near the business office on the 
main floor. All histories are taken by the doctors, are 
later completed in the record room and filed by the Sister 
in charge of the department. 

Two well-lighted, fully equipped general operating 
rooms and one special operating room supply the space for 
the operative work. There is ample space, high ceilings 
and abundance of light. The floors are of gray tile and 
the walls are glazed, with light gray enamel. The dressing 
and scrub rooms which are equipped with showers, rest- 
room, sterilizing facilities, anesthetizing, supply and ser- 
vice rooms, are so arranged that all may be served prompt- 
ly without confusion. 

The student nurses are given intensive training in 
the operating room, six months or longer, so that they 
are well fitted for operating room work and graduate as 
efficient surgical nurses. Gas-oxygen and ether are the 
anesthetics employed. The operating room is in charge of 
a Sister. 

Each student nurse, in her turn, assists in the de- 
livery room of the maternity department. This’ depart- 
ment is on the same floor with the operating rooms and 
is connected with the nursery, which contains fifteen beds 
and all necessary equipment for taking care of infants. 
The babies are marked for identification purposes with 
the Deknatel marking system. 

Classwork in nurses’ training was resumed at the 
hospital in September and lectures began in October. The 
training school employs a nurse instructress who gives 
her entire time to the teaching and supervision of classes 
from 9:00 a. m. to 4:00 p. m. Pupil nurses are admitted 
in September and June of each year. The Sister superin- 
tendent of nurses during the preliminary course, gives one 
or more practical demonstrations daily with the aid of 
the Chase hospital doll and other necessary equipment. 
The theoretical work is followed by practice work on the 
different floors, supervised by the Superin- 
tendent and Sisters in charge of these floors. 
Demonstration teaching is continued through- 
out the first year. The junior schedule in- 
cludes lectures and classroom work in the fol- 
lowing subjects: 


Anatomy and physiology........... 60 hours 
Bacteriology (elementary) .......... 36 hours 
DE dckicebictanaenased een cous 20 hours 
Ethics and history of nursing........16 hours 
fk errr 10 hours 


Materia Medica 
Nursing technique and practical demon- 
stration daily. ; 

The intermediate, or second year nurses, 
receive a course of lectures in the following 
subjects: Pediatrics, internal medicine, sur- 
gery, eye, ear, nose and throat, gynecology, 
obstetrics, chemistry, toxicology, pathology, 
orthopedics, therapeutics and bandaging. 

The lectures are followed by classwork, 
which includes a thorough study of the dis- 
eases of infants and (including infant feed- 
ing), 48 hours. 


RE oo cals oe atea nell 28 hours 
Surgical GPM 2 iccccccccccccceve 32 hours 
Ear, eye, nose and throat............ 16 hours 
SE og siken acts gia deennceaee 30 hours 
SIE a vb Answsie tener aveome nam 20 hours 
Rr re re ee 30 hours 
Orthopedics and bandaging......... 12 hours 
Anatomy and physiology............ 36 hours 
I io ies bn densi hacks dusace hikeaaet 48 hours 


hours 
hours 


Infectious and contagious diseases. . .20 
Bacteriology 
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The seniors, or third year nurses, have lectures in 
the following subjects: Bacteriology, operating room tech- 
nique, contagious diseases, venereal and skin diseases, 
internal and external secretions, mental and nervous 
diseases, hydrotherapy, electrotherapy, massage and labora- 
tory technique. The classwork includes the following: 


i iCcnuaKeekcenshwabeeenunendweaanin 28 hours 
Nea chal caaa acces nro es iow ab Sense ach rs korg vate 48 hours 
I dais oka be dinsa mae Koen aie 36 hours 
Operating room technique..........sccccceccece 20 hours 
Nursing in mental and nervous diseases.......... 16 hours 
EE EE ee eee Cr re 10 hours 
I Ro cn ceae cade eeedwew dime 10 hours 
Contagious and infectious diseases............... 16 hours 
Rules and regulations of the lowa State Board of 

Pn, iki eta neat othe ands was e ee ea ae 5 hours 
I loi nig cas ecko aw a winincee ekaaed 20 hours 


The eight-hour day has been so arranged that the 
student nurse has adequate time for classwork, study and 
recreation. Examinations are held at the close of each 
semester. The general standing of the student is based 
not only upon the result of these examinations, but upon 
the character of the classwork, daily life and deportment. 
Throughout the course, the aim is to correlate the theore- 
tical work with actual practice in the wards and rooms 
of the hospital. At the commencement exercises held in 
June, 1921, twelve secular nurses and three Sisters were 
graduated. 

CHRISTMAS EVE AT. ST. MARY’S HOSPITAL, 

SUPERIOR, WIS. 
Sister M. Theresita, R. N. 

Christmas at the hospital. “Well, that would be the 
last place where anyone would care to be present for a fes- 
tive occasion and especially on such a particular occasion 
as Christmas Day.” This among similar expressions in a 
conversation was overheard by a nurse. Indeed, just the 
word hospital gives a repellant feeling to one who is not 
acquainted with these places, its inmates and attendants, 
but let us hereby give evidence in regard to the incident of 
December 24, 1922 at the hospital. 

For some time preceding this date, many hands were 
busy preparing for the great feast and it proved to be 
nothing less. Everyone and everything in readiness, 
quaint old Santa made his appearance that evening. His 
first visit was with the patients. He presented everyone 
with a stocking filled with goodies, and just the thought 
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that dear old Santa did not forget the patients, inspired a 
primary feeling of gladness and banished that of disheart- 
ened moments pondering over how they might spend 
Christmas. 

The visit of Santa Claus afforded great amusement, 
especially in the children’s ward. After leaving the hos- 
pital, Santa went to the nurses’ home. Entering the par- 
lor, the Venerable Superior, Sister Josepha, and Miss 
Sadie Spielmacher, superintendent of the training school, 
admitted the nurses, while the hymn Silent Night was 
played on the victrola donated to the nurses as a Christ- 
mas gift. A Christmas tree was in full view and stock- 
ings filled with good things hung over the fireplace. For 
some time Santa Claus was kept busy distributing gifts, 
disposing of mail galore and numerous parcel-post pack- 
ages. All experienced real Christmas joy and the happy 
group of nurses, Sisters and Superintendent presented a 
most thrilling scene. 


After the Christmas entertainment, attention was di- 
rected to a higher form of observance of the day, namely 
attendance at the midnight mass, to give honor and glory 
to the infant savior, whose birth is commemorated at this 
great feast. After all, Christmas may be a gladsome day 
in the hospital as experience has shown in this instance. 





New Western Hospital. The Sisters of Providence of 
Everett, Wash., have announced the completion of plans 
for the new $300,000 hospital to be erected in that city. 
The building will be four stories high and will replace an 
old, outgrown wooden structure. 


Americans Establish Nursing School. As a result of 
a year’s study by a group of Americans interested in nurs- 
ing and public health work, a school of nursing will be 
built in Paris and maintained for a period by the American 
Committee for Devastated France. The subcommittee in 
America which will have charge of the project, includes 
Miss Clara D. Noyes, of the American Red Cross; Dr. C. 
E. A. Winslow; Miss Anne Morgan; Miss Adelaide Nutting 
and others of prominence in health work. 


Annual Retreat. The annual retreat for the Sisters 
of St. Francis Hospital, Wichita, Kans., was held during 
the week of November 12th. One of the Redemptorist 
Fathers from the local St. Joseph’s Monastery had charge 
of the retreat. 


Annual Christmas Tree. On December 21st the Sis- 
ters, nurses and interns of St. Mary’s Hospital, at Minnea- 
polis, Minn., assembled for the annual Christmas tree. 
Mr. Marcus Shelander, hospital pathologist, impersonated 
Santa Claus and distributed gifts to all present. A pro- 
gram given by the nurses followed and the evening’s en- 
tertainment closed with the singing of Christmas carols. 
The hospital staff made a donation of books for the pro- 
fessional library to which the nurses, doctors and interns 
have access at all times. 


Nurses’ Alumnae Meeting. The Nurses’ Alumnae of 
St. Vincent’s Hospital, Toledo, O., held its annual meeting 
on January 8th at the Nurses’ Home. The following offi- 
cers were elected: President, Olive Williams; First Vice- 
President, Margaret Tobin; Second Vice-President, Marie 
Hope; Recording Secretary, Eva A. Fix; Corresponding 
Secretary, Suelda Charbott; Treasurer, Flora Jettinghoff; 
Trustees, Ann Houck, Helen Younkers, and Helen Gaffney. 
A rising vote of thanks was extended to the retiring offi- 
cers. 


Nurses’ Home. A magnificent new three-story, fire- 
proof brick home for nurses of St. Vincent’s Training 
School, Little Rock, Ark., was opened with a reception 
and linen shower on the twenty-first and twenty-second 
and was ready for occupancy the last of January. 


Home for Nurses. Ground was recéntly broken for 
the new nurses’ home and convent for the Sisters of Provi- 
dence of St. Vincent Hospital, Worcester, Mass. The 
building will contain 160 rooms and will be ready for use 
next spring. 

Admitted into Sodality. The nurses of St. Mary’s 
Hospital, Cairo, Ill., were admitted into the Sodality of the 
Children of Mary on December 8th. The nurses have lec- 
tures on religious subjects once a month and on Christian 
Ethics weekly. A retreat is given once a year for stu- 
dent nurses and members of the alumnae. 


Training School. The Sisters of St. Joseph’s Retreat, 
at Dearborn, Mich., plan to open a nurses’ training school. 
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The Sisters will gladly receive applications from desirable 
young women wishing to enter upon a nurses’ training 
course at the hospital. The institution is in charge of Sis- 
ter Maria. 

Nurses’ Home. On January 8th the student nurses of 
St. Elizabeth’s Hospital, at Danville, Ill., occupied their 
new home which has been erected opposite the new hos- 
pital wing. The training school was opened in October, 
1920, and the second class in training will graduate in 
October of this year. 

Silver Jubilee. Sister Mary Consolata and Sister 
Mary Mauriata of St. Elizabeth’s Hospital, Lincoln, Neb., 
on November 25th celebrated their silver jubilee. Spe- 
cial services were held in honor of the occasion and the 
Sisters were tendered the best wishes of relatives and 
friends. The nurses of the training school also gave a 
special program of readings, music and playlet in the even- 
ing. Sister Consolata is technician of the hospital and 
Sister Mauriata is assistant at the St. Francis de Sales 
School. 

Cooperative Nurses’ Course. Ripon College at Ripon, 
Wis., and St. Agnes Hospital at Fond du Lac, Wis., have 
entered into a cooperative agreement for the benefit of 
young women of the college who aspire to the nursing 
field. 

Under the proposed plan, the hospital board of St. 
Agnes is to allow a student who desires it, to have a di- 
ploma in nursing and a bachelor of science degree at Ripon 
College, through a combined course taking one year more 
than a full college course of five years. 

It is provided that any young woman with a high 
school diploma may attend the College for three years 
taking up the sciences necessary for the degree. At the 
close of the junior year the candidate is to be transferred 
to St. Agnes Hospital for two years of practical training 
and service necessary for the diploma as a registered 
nurse. At the close of the training period, the candidate 
is to be eligible for the B. S. degree and the diploma of 
the registered nurse. The College has also joined with 
Columbia Hospital, Milwaukee, in a similar arrangement. 

Three-Days’ Retreat. A three-days’ retreat for the 
alumnae and student nurses of. St. Joseph’s Mercy Hos- 
pital, Fort Dodge, Ia., was conducted January 2 to 6, by 
Rev. Albert Schott, of Omaha, Neb. 

Christmas Party. Owing to the generosity of the 
staff, the pupils of St. Anthony’s Hospital Training 
School for Nurses, Terre Haute, Indiana, celebrated the 
joyous season by a Yuletide party in the lecture room on 
December 23. A Christmas tree illuminated by many 
electric lights was a feature. The following evening 
candies, fruits and nuts were distributed among the pa- 
tients in the hospital. The training school, under the 
superintendency of Sister Margarita, is in a flourishing 
condition. 

Retreat at Holy Cross Hospital. During the early 
part of January, a three days’ retreat was conducted for 
the nurses of Holy Cross Training School, Salt Lake City, 
by Rt. Rev. Joseph S. Glass, Bishop of Salt Lake. God- 
given words inspired the sermons daily, fell on good 
ground and will yield in future days a hundred-fold. The 
young women of the training school realized the great 
honor bestowed on them in having an ecclesiastic of so 
high standing devote part of his busy days to their spir- 
itual needs, but souls are the only aim of him who chose 
for his episcopal motto “fortitudo et pax.” 

Nurses Give Holiday Program. The student nurses 
of St. Joseph’s Training School, Houston, Tex., on January 
2, 1923, gave an interesting program before a large au- 
dience composed of the staff doctors and their friends. 
The program consisted of musical selections in the form of 
piano solos, violin solos, vocal selections and music by a 
stringband. Two one-act plays were given, the first en- 
titled “Christmas is all right after all,” and the second 
designated as “Our Aunt from California.” 

Nurses’ Home. The beautiful three-story fireproof 
Nurses’ Home being erected by the Sisters of Mercy at 
Charlotte, N. C., is fast nearing completion, and a formal 
opening is anticipated in the near future. The nurses who 
are fortunate enough to occupy this building will find 
themselves surrounded by every comfort and convenience. 
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FELLOWSHIPS IN THE A. C. S. 
An Important Statement by the Executive Committee. 

The Executive Committee of the American College 
of Surgeons held on December 11, 1922 a meeting at 
which a statement was formulated on the reception of 
candidates for fellowship. The statement is of general 
interest and reads as follows: 

“Policy. It is the policy of the Board of Regents, 
of the Executive Committee, and of the Executive Staff 
of the American College of Surgeons to pursue consci- 
entiously a course that will insure quality of member- 
ship rather than numbers, and thereby restrict Fellowship 
to men of high surgical ability combined with personal 
and professional honor. The success of a carefully 
evolved plan, based on ten years of experience, may be 
comprehended by considering the number of applications 
on file, the details of the program for the reception of 
members, and the results. 

“Number of Applications on File in 1922. There are 
about 2,500 applications for Fellowship in the central 
office that have not yet been approved, and there are on 
hand requests from more than 2,000 applicants for 
Fellowship to whom formal application blanks have not 
been sent. When it is realized that there are 150,000 
legalized practitioners of medicine in the United States 
and Canada, and that on the most conservative estimate 
50,000 of these are attempting to practice some specialty 
of surgery, the number of applications is not astonishing. 

“Results. Of the large number of formal and in- 
formal applications on file in the central office, all of 
which were submitted to the State and Provincial Com- 
mittees on Credentials in 1922, about 800 were recom- 
mended for examination and approximately 400 without 
examination. 

“Central Committee on Credentials. Of the approxi- 
mate 1,200 candidates approved for Fellowship by the 
State and Provincial Committees on Credentials during 
the last year, nearly ten per cent were disapproved by the 
Central Committee on Credentials. Of the balance, about 
350 were accepted without examination. Of the 700 re- 
maining who were recommended for examination, fifty- 
one per cent were refused admission or had their admis- 
sion postponed by the Central Committee on Credentials 
because of incomplete or unsatisfactory records. In other 
words, of the approximate 1,200 candidates recommended 
for Fellowship by the State and Provincial Committees 
on Credentials, 700 succeeded in receiving the approval 
of the Central Committee. Of the remaining 56 candi- 
dates receiving Fellowship, 30 were from the regular 
service of the U. S. Army and the U. S. Navy, and 26 
were charter members from the Latin American coun- 
tries. 

Program. a. Any legalized practitioner of medi- 
eine may apply for Fellowship in the College. 

b. When a name is suggested for Fellowship, unless 
the candidate is well known or has been vouched for in 
advance by a Fellow of the College in good standing, he 
is not sent an application blank until his name has been 
submitted to his State or Provincial Committee on Cre- 
dentials. 

c. Each year the names of all applicants (tnose who 
have filed formal application papers and those whose 
names have been suggested) are submitted by an official 
representative of the central office to each and every State 
and Provincial Committee on Credentials, together with 
a summary of the information on file in the central office 
concerning each candidate. 

d. The State and Provincial Committees, composed 
of from 12 members in the smaller states to 20 members 
in the larger states, are elected by the Fellows of the 
respective States and Provinces. Each Committee holds 


an executive session at a called meeting and considers in 
detail each applicant from its respective State or Prov- 
ince. 

1. Lists of all candidates from a given State or 
Province are sent in advance of the meeting from the 
central office to each member of the respective Credentials 
Committees. 
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2. The Chairman being present, a Secretary is 
chosen who is requested to send a detailed report of the 
findings of the Committee, together with recommenda- 
tions, to the Central Committee on Credentials. This 
report is independent of the list filed by the officials of 
the College who are present. 

3. The names are read of candidates whose applica- 
tions are on file, and a summary of the information on 
hand in the central office is presented by an official of 
the College. A motion is then in order to “accept,” 
“postpone,” or to “not recommend” the candidate. After 
the motion is seconded, a genera! discussion is invited. 
Each member of the Committee is requested to parti- 
cipate in the final vote. If action on the candidate is 
postponed, or if he is not recommended the Committee 
is requested to give its reasons as a matter of information 
for the central office. 

4. Names of applicants whose formal papers have 
not been filed are considered in the same careful manner, 
and it is either reeommended that they be asked to fill 
out a formal application to be referred back to the local 
Committee or they are stricken from the records, as the 
Committee may determine by its vote. 

5. If the final vote on the applicant favors his ac- 
ceptance, the State or Provincial Committee understands 
that if he is under forty years of age he must submit 
ease histories; if over forty-five years of age, he need 
not submit case histories; whereas if he is between the 
ages of forty and forty-five, the Committee has discretion- 
ary power to vote for or against examination. 

6. Application blanks filed in the central office con- 
tain detailed information about each candidate, the 
signed pledge against the practice of the division of fees, 
and the names of at least five surgeons, given by the 
candidate as his personal references. 

i. A standard blank is sent by the central office to 
each individual named as a reference with the request 
that it be filled out, signed, and returned to the central 
office. 

ii. If a discrepancy appears in the information re- 
turned from the several references, the central office sends 
additional and independent reference blanks to members 
of the College residing in the vicinity of the candidate. 

iii. Th's detailed information is classified and a 
summary furnished to guide the State, Provincial, and 
Central Committees on Credentials in arriving at a 
decision. 

7. More than one-half of the candidates are now 
required to take the examination, which consists of the 
submission of one hundred case histories of operative 
procedures by the applicant. All candidates filing appli- 
cations ofter January 1, 1923, will be required to submit 
this additional evidence of professional qualifications. 
The Committee on History Reviews, which examines all 
ease histories that are submitted, is composed of active 
surgeons of Chicago, Fellows of the College, who repre- 
sent the various specialties of surgery, and who, because 
of their teaching experience, are particularly fitted to 
estimate the candidates’ professional qualifications for 
membership in the College. 

i. Each series of records is reviewed in detail by 
a member of the Committee, who immediately dictates 
to a stenographer his criticism and his recommendation 
as to the future course to be pursued in regard to the 
candidate, based on the facts which are fresh in his mind. 
This dictation is typewritten, signed by the examiner, 
and attached to the records of the candidate. Frequently 
there is some constructive criticism of the ease histories 
and the recommendation is made that the candidate be 
asked to file additional papers. 

ii. When the case histories are approved, the candi- 
date’s application (if it has already been approved by 
his State or Provincial Committee) is passed on to the 
Central Committee on Credentials. 

8. The Central Committee on Credentials is com- 
posed of Chicago Fellows of the College who represent the 
various specialties of surgery, with Dr. Albert J. Ochsner 




















as Chairman. This Committee makes the final critical 
review of the accumulated data on file in reference to each 
candidate, and if its recommendations are favorable, the 
findings are submitted to the Board of Regents for ap- 
proval. During the past four years no candidate has been 
finally approved by the Central Committee on Credentials 
who has not received the approval of a majority of the 
members of his State or Provincial. Committee on Cre- 
dentials. 

Sources of Misunderstanding. a. When Committees 
on Credentials meet there are almost invariably absentees. 
It sometimes happens that a candidate on whom action 
was postponed at a previous meeting will be unanimously 
approved at a later one. Some member of the Com- 
mittee who was absent at this meeting, when he observes 
the candidate’s name on the approved list, considers it the 
result of a mistake in the executive office. In the earlier 
days, because of inexperience, a Committee, in a spirit 
of generosity, occasionally recommended a candidate for 
examination in the belief that he could not or would not 
qualify by filing records. To the astonishment and 
chagrin of the Committee, the candidate would unexpect- 
edly file a set of highly acceptable records, and having re- 
ceived a favorable recommendation by his State or Provin- 
cial Committee, the Central Committee would innocently 
approve him for Fellowship. 

b. Before it was recommended that meetings of State 
and Provincial Credentials Committees should be con- 
ducted in accordance with parliamentary rules and every 
member be required to vote, the Chairman, because of a 
number of positive expressions of approval, would take 
it for granted that there was no opposition, and accord- 
ingly announce the candidate approved. On many occa- 
sions there was opposition too timid to assert itself. 
Later the central office would receive protests. 

ec. Members of State Committees occasionally pro- 
test against the effort of the central office to fix the time 
and place of meetings of Committees on Credentials. 
It should be taken into consideration that there are 48 
State Committees and 9 Provincial Committees, every one 
of which should hold a meeting each year. One or two 
responsible members of the staff of the central office must 
attend these meetings in order to present to the Com- 
mittees a summary of the confidential information that 
has been gathered in the executive office. The central 
office, therefore, endeavors to arrange these meetings in 
conjunction with national, sectional, and state meetings 
in order that the greatest possible number of Committee 
members may be present, and also to make it physically 
possible for the central office to do its necessary part. 

OBSERVE 25TH ANNIVERSARY. 

St. Joseph’s Hospital of Deadwood, S. D., on January 
15, 1923, observed the 25th anniversary of the establish- 
ment of the institution. 

The Sisters of St. Benedict who are in charge of the 
hospital made use of the occasion to express their appre- 
ciation and thanks to the community which has loyally 
supported the hospital and has helped them bring it to its 
present high state of efficiency. 

St. Joseph’s Hospital was purchased from the Sisters 
of the Holy Cross in September, 1897, and the buildings 
which were occupied as an academy were constructed into 
a hospital. Four months were required for remodeling 
the structure and installing furnaces, plumbing, heating, 
ete. On January 15, 1898 the institution was formally 
opened and patients were admitted. 

The first medical staff consisted of Doctors A. G. 
Allen, T. W. Moffitt, A. H. Bowman, L. F. Babcock, W. W. 
Torrence and Paddock. A small band of eight Sisters was 
in charge of the hospital. Many new members have joined 
hands with the early pioneers. In 1919 the staff was for- 


mally organized and consists at present of the following 
doctors and surgeons: 

Drs. A. G. Allen, V. R. Hodges, F. S. Howe, A. S. Jack- 
son, T. W. Moffitt, M. O. Pemberton. F. B. Schneerer, W. L. 
Vercoe, J. J. Berry. besides the visiting staff of Drs. G. H. 
Miller, L. Hare, J. Crouch, F. A. Richards, F. A. Brandt, J. 
L. Chassell. 
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In the early days of the hospital the institution re- 
ceived much help from the citizens of Deadwood and Lead. 
Since 1904 the hospital has grown rapidly, and that year a 
large wing containing 24 patients’ rooms and various ac- 
cessory rooms was opened. The hospital now has a capac- 
ity of 50 beds. 

In 1915 the third floor was added to the new wing of 
the hospital to permit of 14 additional rooms, a maternity 
room and other special rooms. During the same year the 
chapel was enlarged and a large sun parlor was added. In 
1920 a new operating room was equipped and a pathologi- 
cal and clinical laboratory was opened. 

St. Joseph’s Hospital established a Nurses Training 
School in 1905 and graduated its first class in 1908. The 
school is constantly growing in efficiency and service. 

The hospital is fully standardized and each major de- 
partment is in charge of a registered graduate sister 
nurse. 

During the anniversary celebration a solemn high 
mass was sung by Rev. Leo Ennis who also delivered the 
anniversary sermon. He said in part: 

“We would be wanting in a proper spirit of apprecia- 
tion if we did not congratulate the Sisters on the occasion 
of their celebration today, consequently, I think that I 
am expressing the wish of all when I say that we con- 
gratulate them on this occasion and trust that they will 
continue for many years to come in the management of 
St. Joseph’s hospital in Deadwood. We can all under- 
stand what an appalling thing it would be to be without a 
hospital in this town, fortunately, however, this is not the 
case, for providence has provided that we have a hospital 
up to date in all its requirements and with a medical staff 
and nursing staff second to none in the country. Nor have 
the Sisters failed to make provision for the future for they 
are now about to put the finishing touches to the Institu- 
tion in building a splendid nurses’ home, which in beauty, 
style and architecture will surpass anything that is to be 
found within a radius of three hundred miles. We have 
therefore to congratulate them on all they have done to 
improve the condition of things in connection with the 
hospital and trust that they may be long spared to con- 
tinue the good work they are doing for the sick and 
afflicted of this district.” 

A public reception was held during the afternoon and 
evening. 

SPIRITUAL MINISTRATIONS IN HOTEL DIEU HOS- 
PITAL, CAMPBELLTON, N. B. 

During the year 1922 there were 1,098 confessions; 
4,111 holy communions, including six first communions; 50 
administrations of the sacrament of extreme unction; five 
baptisms of newborn babes, and the return of sixteen pa- 
tients to the sacraments after periods of neglect ranging 
from one and one-half to 22 years. 

The nurses took part in a six-day retreat conducted 
by the Reverend Redemptorist Fathers and were given a 
spiritual conference by the chaplain. 

Hotel Dieu Hospital has a bed capacity of fifty pa- 
tients. The institution reports that 1,107 patients were 
admitted for hospital care during the year 1922. 





Open Nurses’ Home—St. Agnes Hospital, Philadel- 
phia, has announced that it will accept applications from 
prospective student nurses who desire to enter training. 
The hospital has recently opened a new nurses’ home 
which is considered one of the finest in the United States. 


The new home was formally opened by his Eminence, 
Cardinal Dougherty and in speaking of it he said: “After 
having gone through the building, viewing every floor, 
even the roof garden, I am prompted to say that it is 
more like a hotel. Even some of the best of our hotels 
cannot compare with it in elegance and beauty.” The 
building consists of six floors, including the ground floor 
and roof garden. On the first floor is a large reception 
room, beautifully furnished, where the nurses may re- 
ceive and entertain their friends. The second, third and 
fourth floors furnish accommodations for 125 nurses in 
separate rooms. These rooms are all nicely furnished and 
have running hot and cold water. Each of the floors is 
provided with a living or social room centrally located. 


St. Francis Hospital Receives Radio—The merchants 
of Maryville, Mo., surprised the Sisters of St. Francis 
with a radio which they had installed in the nurses’ class- 
room a few days before Christmas. It is greatly appre- 
ciated and enjoyed by the Sisters, nurses and patients. 
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Are the Hospitals Classified? 
Would it be amiss to ask you to give out 


Q. 170. 
a statement in the next issue of Hospital Progress, to 
put the Sisters right, to the real meaning of standardiza- 


tion? Many are misguided and seem to believe that the 
minimum standard attained and their hospital placed on 
the approved list, means that that hospital is in class A. 
I believe that a plain statement from the Executive Office, 
explaining the difference between standardization and 
rating, will alone clear this matter in certain minds. 

A. The hospitals are not classified. This means, 
there is no Class A, class B, class C, etc. hospitals. For 
the complete explanation of this question, we respectfully 
refer you to the article on “The Rating of Hospitals,” by 
Rev. C. B. Moulinier, S. J., in this issue of Hospital Pro- 
gress. 


Q. 171. 
special lines be obtained: Obstetrics ? 
pediatrics? Public health nursing? Teaching instructor? 
Social service? Surgical training Mental nursing? 

A. The following post-graduate courses are recorded 
in this office. In a questionnaire, sent out sometime ago, 
we endeavored to get a complete list of hospitals giving 
such courses, but do not believe we were successful. We 
take this occasion to urge all hospitals, offering student- 
work in the subjects given in the Sister’s question above, 
to send to this office their names and the subjects they 


Courses. 
Where can a good course in the following 
Children’s work or 


teach. Address: Hospital Progress, 1212 Majestic Build- 
ing, Milwaukee, Wisconsin. Our present list is: 
Obstetrics— 


Providence Hospital, Detroit, Mich. 

Anthony N. Brady Maternity Home, Albany, N. Y. 

St. Vincent’s Hospital, Portland, Oregon. 

St. Mary’s Hospital, Toronto, Ontario, Canada. 

Creighton Memorial St. Joseph’s Hospital, Omaha, 
Neb. 

St. John’s Hospital, Springfield, Illinois. 

Misericordia Hospital, New York City, N. Y. 

St. Ann’s Infant Asylum and Maternity Hospital, 
Cleveland, Ohio. 

Misercordia Hospital, Winnipeg, Manitoba, Canada. 

St. Elizabeth’s Hospital, Chicago; III. 

Surgery— 

St. Joseph’s Hospital, Marshfield, Wis. 

Carney Hospital, South Boston, Mass. 

St. Vincent’s Hospital, Portland, Oregon. 

Oak Park Hospital, Oak Park, IIl. 

St. Joseph’s Hospital, Tacoma, Wash. 

Mercy Hospital, Bakersfield, California. 

Creighton Memorial St. Joseph’s Hospital, Omaha, 
Neb. 
St. John’s Hospital, Springfield, Il. 

St. Elizabeth’s Hospital, Chicago, III. 
Pediatrics— 

St. John’s Hospital, Springfield, Il. 

How to Estimate Cost cf Patient. 

Q. 172. How is the cost of the patient to the hospital! 
estimated ? 

A. We put this question to one of long experience 
in the subject, and have received the following reply: 
“The simplest way to arrive at per capita cost of opera- 
tion of the hospital is to run the stubs of your operating 
check book through an adding machine and divide the 
sum by the number of days’ service given; the quotient 
will be the per capita. 

In this reckoning you can not include any payment 
that increases your investment, commonly: payments on 
new buildings, etc. 

All agree that rent should be included, and those in 
debt insist that interest on indebtedness should also be 
included, and I agree with them. 

If you count both the day of admission and the day 
of dismissal, your quotient will be large and your per 








capita correspondingly small. I think the best way is 
to take the patient census at midnight. 

Our state industrial commission included in operating 
cost an item representing the donated services of Sisters 
—a theoretical salary according to the position each one 
occupies. This brings the per capita up.” 
































Literal Obedience. 


Doctor—The room seems cold, Mrs. Hooligan. Have 
you kept the thermometer at 70, as I told you? 

Mrs. Hooligan—Shure an’ I have, doctor. There’s the 
thing in a toombler av warrum wather at this blessed min- 
ute.—Boston Transcript. 

A Riddle. 

How, at the conclusion of a railroad journey can you 
fix the nationality of an English passenger, an Irishman, 
and a Scotch passenger? 

The Englishman hurries to the lunchstand; the Irish- 
man hastens to the bar; the Scotchman goes back through 
the train to see if anybody left anything—London Punch. 

Buddie Knew Compensation Law. 

Some wounded soldiers were convalescent in a hospital. 
A Red Cross worker had given one of them a book. A ser- 
geant began to read aloud an essay on the Law of Com- 
pensation. The soldiers listened, for they were disciplined. 

At last a voice interrupted: “Sergeant, I don’t see 
what that guy is getting at.” 

“Why,” said the sergeant, “this feller means to say 
that if a man should lose one eye, the other eye would be- 
come stronger for that reason.” 

There was silence, and then one of the others spoke up. 
“By Jove, he’s right! I knowed a man in my home town 
who had one short leg, and the other leg was longer than 
that one.” 

A Hearty Laugh Each Day Keeps the Glooms Away. 

The oculist was examining the eyes of a patient and 
had requested him to read the top line of a test card, the 
letters of which ran: HPRTVZBDFHK. 

When some moments elapsed, the specialist said: 
you mean to say you can not read letters that size?” 

“Oh, I can see the letters all right,” replied the pa- 
tient, “but I can’t pronounce the bloomin’ word, I’m blest 
if I can.”—Los Angeles Times. 


THOSE NURSES. 
By a Patient, St. Francis Hospital, Wichita, Kans. 
The nurses at St. Francis all 
Are young and pretty maids. 
Some look much like the Queen of Hearts, 
Some like the Queen of Spades. 


“Do 


At first they seemed so innocent, 
And meek as lambs appear. 

But let me tell you this is just 
A coat of thin veneer. 


They paint you up with Argyrol 

Along your neck and face. 

And give you when you brush your teeth 
Shaving soap instead of paste. 


The things they do long after dark 
Up in the “Nurses’ Nest.” 

I’d tell you all but then you know, 
Perhaps it isn’t best. 


Their uniforms are always neat, 
Their work correctly done. 

In spite of all their monkeyshines 
I like them, every one. 













